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CHLOROMYCETIN 

chloramphenicol,  Parke-Davis 

“Resistance  to  chloramphenicol  was  surprisingly  infre- 
quent (0-5%)”  among  strains  of  staphylococci  isolated 
from  outpatients  over  a 5-year  period.  It  was  impressive 
to  note  that  less  than  6%  of  310  strains  isolated  from 
patients  treated  in  the  emergency  room  were  resistant  to 
CHLOROMYCETIN.  Moreover,  it  would  appear  “...that 
chloramphenicol-resistant  staphylococci  disappear 
more  readily  after  leaving  the  hospital  environment.”1 

Goslings  and  Biichli2  report  that  “. . .resistance  was  lost 
entirely  after  3 months . . .”  in  the  small  percentage  of 
patients  who  carried  staphylococcal  strains  resistant  to 
CHLOROMYCETIN.  Numerous  other  investigators  con- 
cur in  the  observation  that  staphylococcal  resistance  to 
CHLOROMYCETIN  is  of  a low  order.3’8 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  avail- 
able in  various  forms,  including  Kapseals®  of  250  mg.,  in 
bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

References:  (1)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A. 
173:475,  1960.  (2)  Goslings,  W.  R.  O.,  & Biichli,  K.:  Arch.  Int.  Med. 
102:691,  1958.  (3)  Goodier,  T.  E.  W„  & Parry,  W.  R.:  Lancet  1:356,  1959. 
(4)  Fisher,  M.  W.:  Arch.  Int.  Med.  105:413,  1960.  (5)  Petersdorf,  R.  G., 
et  al .:  Arch.  Int.  Med.  105:398,  1960.  (6)  Glas,  W.  W.,  in  Symposium  on 
Antibacterial  Therapy,  Michigan  & Wayne  County  Acad.  Gen.  Pract., 
Detroit,  September  12,  1959,  p.  7.  (7)  Modarress,  Y.;  Ryan,  R.  J.,  & 
Francis,  Sr.  C.  E:  /.  M.  Soc.  New  Jersey  57:168,  1960.  (8)  Rebhan,  A.  W., 
& Edwards,  H.  E.:  Canad.  M.  A.  J.  82:513,  1960. 

IN  VITRO  SENSITIVITY  OF  C0AGULASE-P0SITIVE 
STAPHYLOCOCCI  TO  CHLOROMYCETIN 
FROM  1955  TO  1959* 


1856  100% 


1959 


95% 


These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of 
coagulase-positive  staphylococci.  Strains  were  isolated  from  patients  seen 
in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant 
strains  were  considerably  more  prevalent. 

* Adapted  from  Bauer,  Perry,  & Kirby1  10260 


PARKE-DAVIS 

PARKE.  DAVIS  & COMPANY  • DETROIT  32.  MICHIGAN 


147579 


FOUNDED 

1776 


elaware 

%dud  $o<md 


Official  Publication  of  the  Medical  Society  of  Delaware 

EDITORIAL  AND  BUSINESS  OFFICES 
1925  LOVERING  AVENUE,  WILMINGTON  6,  DELAWARE 


M.  A.  TARUMIANZ,  M.D. 

A.  HENRY  CLAGETT,  JR.,  M.D. 
Editor 

MELITA  A.  PHILLIPS 

JOSEPH  W.  ABBISS,  M.D. 

Associate  & Managing  Editor 

Assistant  Editor 

Associate  Editor 

LAWRENCE  C.  MORRIS,  JR. 

Business  Manager 

VOLUME  33 


JANUARY,  1961 


NUMBER  1 


Owned  and  published  by  the 
Medical  Society  of  Delaware,  a 
scientific  non-profit  corporation. 

Issued  the  fifteenth  of  each  month 
under  the  supervision  of  the  Com- 
mittee on  Publication. 


CONTENTS 


Page 

Clinical  Effectiveness  of  Allantoin- Sulfanilamide, 

9 Aminoacridine  Cream  in  Suppository  Form, 

Dominic  J.  Pontarelli,  M.D 1 


Articles  are  accepted  for  publication  on  con- 
dition that  they  are  contributed  solely  to  this 
JOURNAL.  Manuscripts  must  be  typewritten, 
double  spaced,  with  wide  margins,  and  the 
original  copy  submitted.  Photographs  and 
drawing  for  illustrations  must  be  carefully 
marked  and  show  clearly  what  is  intended. 


Prostatectomy,  Indications  and  Choice  of  Procedures, 


James  J.  Gallagher,  M.D 4 

The  Function  of  the  Virus  Diagnostic  Laboratory, 

Erna  Alture-W  erber , Ph.D.  . 7 


Footnotes  and  bibliographies  should  conform 
to  the  style  of  the  Cumulative  Index  Medicus, 
published  by  the  National  Library  of  Medicine 
and  the  American  Medical  Association. 


Oral  Trypsin  in  Traumatic  Injuries,  and  Certain  Orthopedic 
Problems,  A.  Lee  Lichtman,  M.D 11 


Changes  in  manuscript  after  an  article  has 
been  set  in  type  will  be  charged  to  the  author. 
THE  JOURNAL,  pays  only  part  of  the  cost 
of  tables  and  illustrations.  Unused  manu- 
scripts will  not  be  returned  unless  leturn  post- 
age is  forwarded.  Reprints  may  be  obtained 
at  cost,  provided  request  is  made  of  the  print- 
ers before  publication. 


Protection  for  the  Nephrectomized  Patient, 

Robert  S.  Seeherman,  M.D 14 

Systemic  Treatment  of  the  Symptoms  of  Coryza, 

and  other  Common  Upper  Respiratory  Disorders, 

Aubrey  C.  Smoot,  M.D.,  Albert  J.  Wildberger,  M.D 


The  right  is  reserved  to  reject  material  sub- 
mitted for  publication.  THE  JOURNAL  is 
not  responsible  for  views  expressed  in  any 
article  signed  by  the  author. 


Obituary,  Gerald  O.  Poole,  M.D 
President's  Page  


18 

19 


All  advertisements  are  received  subject  to  EDITORIALS 

the  approval  of  the  Committee  on  Publication 
of  the  Medical  Society  of  Delaware.  Adver- 
tising forms  close  the  15th  of  the  preceding  Jjq  BRIEF 

month. 


20 

22 


Matter  appearing  in  THE  JOURNAL  is  cov- 
ered by  copyright.  As  a ruie,  no  objection 
will  be  made  to  its  reproduction  in  reputable 
medical  journals,  if  proper  credit  is  given. 

Subscription  price:  $5.00  per  annum,  in  ad- 
vance. Single  copies,  75  cents.  Foreign  coun- 
tries $5.00  per  annum. 


Auxiliary  Affairs  24 

Proceedings  of  the  House  of  Delegates,  Medical  Society 
of  Delaware  (Balance  of  Report)  25 

Contributors  Column  3 


Entered  as  second-class  matter  June  78,  1979,  at  the  Post  Office  at  Wilmington,  Delaware,  under  the  Act  of  March  3,  1879. 

Issued  monthly.  Copyright,  I960,  by  the  Medical  Society  of  Delaware. 


IV 


January,  1961 


JANUARY,  1961 


elaware 

%dtxd  $ ournd 


NUMBER  1 
VOLUME  33 


CLINICAL  EFFECTIVENESS  OF 
ALLANTOIN-SULFANILAMIDE 


9 AM  I NOACRIDINE  CREAM  IN  SUPPOSITORY  FORM 


Dominic  J.  Pontarelli,  M.D.* 


The  gratifying  results  obtained  by  Parks 
with  allantoin-sulfanilamide-lactose  vaginal 
ointment  in  the  treatment  of  infections  of 
the  cervix,  vagina  and  vulva1  recommend  it 
as  a convenient  and  effective  method  of 
treating  many  ulcerative  lesions  of  the 
lower  genital  tract  of  the  female. 

Many  erosions,  unless  they  produce  a 
discharge  that  proves  annoying  to  the  pa- 
tient, require  no  treatment.  Consideration 
should  also  be  given  to  the  fact,  according 
to  the  Horoschaks,2  that  successful  treat- 
ment of  cervicitis — which  in  many  cases  is 
a predisposing  factor  in  cervical  erosion — 
will  result  in  healing  of  the  erosion.  In 
cases  where  cauterization  was  used,  treat- 
ment with  allantoin-sulfanilamide-lactose 
cream,  twice  daily,  reduced  healing  time 
by  at  least  one-half. 

Hansel3  used  allantoin-sulfanilamide,  9 
aminoacridine  vaginal  cream  in  25  cases  of 
chronic  cervicitis  following  conization.  Most 

* Associate  Professor  of  Obstetrics  and  Gynecology,  Hahnemann 
Medical  College,  Philadelphia,  Pa. 


of  the  patients  were  healed  in  two  weeks, 
and  all  in  four  weeks.  The  usual  sloughing 
discharge  was  greatly  reduced  in  this  group 
of  patients.  It  was  found  that  this  thera- 
peutic modality:  a)  reduced  the  incidence 
of  infection,  b)  prevented  acute  flareups 
after  conization,  c)  stimulated  healing  and 
d)  reduced  sloughing. 

Carcinoma  of  the  cervix  is  frequently 
accompanied  by  a chronic  vaginal  dis- 
charge, which  is  foul  smelling  and  irritating 
to  the  vaginal  mucous  membrane.  Pon- 
tarelli4 used  vaginal  cream  containing  al- 
lantoin,  sulfanilamide,  9 aminoacridine  in 
nineteen  patients  with  established  carcin- 
oma of  the  cervix,  and  concluded  that  this 
treatment  “controlled  the  infection  and 
eliminated  the  discharge  associated  with 
this  disease,  eliminated  the  foul  odor  and 
produced  a high  degree  of  relief.”  He  con- 
cluded that  the  vaginal  cream  is  useful  as 
an  adjunct  in  the  treatment  of  this  disease. 

The  concensus  is  that  good  to  excellent 
results  are  possible  with  the  allantoin-sul- 
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fanilamide,  9 aminoacridine  vaginal  cream; 
however,  an  occasional  patient-objection 
was  encountered  because  the  medication 
had  to  be  inserted  by  means  of  an  appli- 
cator. To  overcome  this  objection,  the 
same  formula  was  made  available  in  a 
glycerinated  gelatin  capsule. 

According  to  PeikasJ  the  suppository 
form  of  allantoin-sulfanilamide,  9 aminoacri- 
dine vaginal  cream  proved  to  be  effective  as 
a treatment  of  post-partum  cervical  erosion 
and  endocervicitis,  and  was  non-irritating, 
and  easily  applied. 

Our  results  with  the  vaginal  cream  used 
with  an  applicator  in  various  vaginal  and 
cervical  disorders  have  been  most  gratify- 
ing. It  was  decided,  therefore,  to  try  the 
suppository  form  of  this  preparation  in 
order  to  determine  if  the  suppository  would 
produce  the  same  therapeutic  response  as 
that  obtained  with  the  vaginal  cream  in- 
serted with  an  applicator. 


Material  And  Melhod 

A series  of  56  females  ranging  in  ages 
from  23  to  65  years  with  an  average  of  37 
years  presented  gynecologic  problems  as 
shown  in  Table  I. 

After  a detailed  history  survey,  each  pa- 
tient was  given  a thorough  gynecologic  ex- 
amination so  that  a proper  plan  of  treat- 
ment could  be  outlined. 

In  those  cases  where  cauterization  or 
conization  was  indicated,  these  procedures 
were  carried  out,  and  treatment  with  A VC 
suppositories  was  started. 

A course  of  A VC  suppository  treatment 
consisted  of  the  insertion  of  one  suppository 
twice  daily  (the  patient  was  instructed  to 
remain  on  her  back  for  at  least  fifteen  min- 
utes following  each  suppository  insertion) 
for  six  consecutive  days.  No  douches  or 
other  medication  were  used  in  any  of  these 
patients  during  the  course  of  this  study. 


TABLE  I 

Number 
of  cases 


Electrocauterization  of  cervix  (office  procedure); 

Post-electrocauterization  of  cervix — benign  disease  29 

Postconization  and  biopsy  of  cervix  11 

Post-partum  cervical  erosion  and  endocervicitis 

without  cauterization  11 

Cauterization  of  granulation  tissue  of  vaginal  vault 
following  hysterectomy  4 

Removal  of  infected  Bartholin  cyst  1 


The  above  table  illustrates  the  types  of  lesions  for  which  AVC  Suppository 
was  prescribed. 


TABLE  II 


Number 

Treated 

Excellent 

Good 

29 

Post-electrocauterization  of  cervix 

21 

6 

11 

Post-conization  and  biopsy  of  cervix 

9 

2 

11 

Post-partum  cervical  erosions  without 
conization 

2 

7 

4 

Cauterization  of  granulation  tissue 

0 

0 

1 

Removal  of  infected  Bartholin  cyst 

0 

0 

56 

32 

15 

Fair  Poor 
1 1 

0 0 


2 0 

3 1 

1 0 

7 2 


Shows  the  results  obtained  in  56  patients  treated  with  AVC  suppositories. 
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The  patients  were  examined  at  weekly 
intervals.  If  the  response  was  not  adequate, 
another  course  of  suppository  treatment  was 
prescribed.  In  some  cases,  treatment  ex- 
tended through  four  or  more  courses. 

Results 

Symptomatic  responses  were  obtained  in 
all  cases  during  the  first  week  of  treatment. 
Objective  evidence  of  cure  was  obtained  in 
32  cases  following  one  course  of  treatment, 
in  15  cases  following  two  courses  of  treat- 
ment, in  7 cases  following  three  courses  and 
in  2 cases  after  four  or  more  courses  of 
treatment. 

The  interpretations  of  the  results  are 
predicted  on  the  number  of  courses  of  treat- 
ment required  to  achieve  a clinical  cure. 

An  excellent  result  indicates  that  only 
one  course  of  treatment  was  necessary. 

A good  result  indicates  that  a minimum 
of  two  courses  of  treatment  were  needed. 

A fair  result  indicates  that  at  least  three 
courses  of  treatment  were  given. 

A poor  result  indicates  that  four  or  more 
courses  of  treatment,  in  addition  to  sub- 


sequent cauterization,  were  needed. 

All  the  patients  were  eventually  cured 
from  a clinical  standpoint. 

Summary  And  Conclusions 

A total  of  56  patients  subjected  to  various 
surgical  procedures  were  treated  postop- 
eratively  with  suppositories  containing  al- 
lantoin-sulfanilamide  and  9 aminoacridine 
in  an  acid  cream  base  adjusted  to  pH  5 to 
5.5. 

Good  to  excellent  results  were  obtained 
in  47,  fair  in  7 and  poor  in  2 cases. 

There  were  no  side  effects  reported  or 
observed  as  a result  of  the  treatment. 

The  AVC  suppositories  are  easy  to  use, 
readily  accepted  by  the  patient  and  repre- 
sent an  effective  therapeutic  agent  in  the 
clinical  conditions  described. 
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PROSTATECTOMY 

Indications  and  Choice  of  Procedures 


• A concise  discussion  of  the  indications  for 
prostatectomy  and  the  merits  of  different 
techniques. 


James  J.  Gallagher,  M.D.* 

The  history  will  provide  most  important 
information  when  attempting  to  decide 
whether  a patient  requires  operative  inter-  . 
vention  for  prostatic  obstruction.  The  de- 
gree and  duration  of  the  existing  obstruc- 
tion will  be  indicated  by  the  voiding  pattern. 
In  prostatic  obstruction,  the  voiding  pat- 
tern is  altered  primarily  by  the  irritative 
symptoms  of  nocturea  and  frequencju  These 
are  followed  by  secondary  obstructive  symp- 
toms of  hesitation,  straining  and  interrupted 
voiding.  When  the  latter  symptoms  occur, 
a state  of  bladder  decompensation  usually 
has  been  reached.  Concurrently,  there  is  a 
diminution  in  the  caliber  and  force  of  the 
urinary  stream  and  often  there  may  be  pres- 
ent a feeling  of  incomplete  emptying  of  the 
bladder.  The  degree  of  obstruction  does  not 
necessarily  correspond  to  the  patient’s  de- 
clared state  of  good  health.  Many  patients 
do  not  realize  how  altered  the  voiding  pat- 
tern has  become  if  the  changes  have  ap- 
peared slowly.  It  is  always  amazing  how 
renal  insufficiency  can  develop  slowly  and 
not  considerably  affect  the  patient’s  well 
being.  Generally,  any  patient  voiding  con- 
sistently more  than  twice  at  night,  and  in 
whom  any  of  the  obstructive  symptoms  in 
the  voiding  pattern  appear,  should  be  re- 
garded as  a candidate  for  removal  of  his 

* Chief  in  Urology,  St.  Francis  Hospital,  Wilmington,  Delaware. 


obstruction.  Those  patients  having  only 
minor  irritative  symptoms  may  be  treated 
non-surgically  for  a time. 

The  physical  examination  will  provide 
important  information  about  the  bladder 
status  and  size  of  the  prostate  gland.  If, 
after  voiding,  the  bladder  is  found  to  be 
enlarged  by  palpation  and  percussion,  either 
residual  urine  or  a large  diverticulum  is 
present.  The  bladder  must  contain  150  cc. 
for  it  to  be  palpable  above  the  symphysis 
pubis.  The  rectal  examination  of  the  pros- 
tate will  indicate  the  size  of  the  adenoma- 
tous hypertrophy.  The  size  of  the  pros- 
tate does  not  necessarily  correlate  with 
the  degree  of  obstruction  present.  Some  of 
the  most  severe  forms  of  prostatic  obstruc- 
tion are  seen  when  the  prostate  is  felt  to 
be  small,  but  when  a large  intravesical 
median  lobe  is  present.  Conversely,  a large 
prostate  does  not  necessarily  indicate  a 
marked  degree  of  obstruction.  There  is 
confusion  in  the  differential  diagnosis  be- 
tween contracture  of  the  vesical  orifice  and 
benign  prostatic  hypertrophy.  Symptoms 
of  obstruction  due  to  contracture  of  the 
vesical  orifice  occur  frequently  between  the 
ages  of  forty  and  fifty.  This  condition  is 
thought  to  be  due  to  a chronic  prostatitis 
though  the  history  is  not  obtainable  at 
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times.  The  necessary  operation  of  resec- 
tion of  the  vesical  orifice  is  many  times 
improperly  deferred  because  the  patients 
are  not  quite  in  the  prostatic  age  group, 
or  because  they  have  small  sized  prostates. 

The  laboratory  examination  should  in- 
clude a stained  urinary  sediment,  urine 
culture  and  sensitivity.  There  also  should 
be  estimations  of  renal  function.  In  those 
patients  harboring  urinary  tract  infection 
in  conjunction  with  prostatic  obstruction, 
the  obstruction  should  be  removed  as  soon 
as  the  infection  can  be  brought  under  con- 
trol. It  is  generally  impossible  to  perman- 
ently eradicate  a urinary  tract  infection 
unless  the  obstruction  is  removed. 

Pyelonephritis  and  epididymitis  are  un- 
desirable complications  of  urinary  tract  in- 
fection and  obstruction.  Renal  function 
can  be  satisfactorily  measured  by  estima- 
tion of  blood  urea  nitrogen  and  the  phenol- 
sulfonphthalein  test.  Impairment  of  renal 
function  due  to  obstruction  is  a final  phase 
and  demands  immediate  attention. 

indications 

The  passage  of  a urethral  catheter  to  de- 
termine the  amount  of  residual  urine  present 
will  also  help  to  rule  out  urethral  stricture. 
The  presence  of  residual  urine  indicates  a 
chronic  obstruction  and  decompensation 
of  the  bladder.  The  absence  of  residual 
urine  does  not  always  mean  that  the  patient 
is  not  obstructed. 

Intravenous  pyelograms  may  indicate  also 
the  degree  of  obstruction.  Dilatation  of  the 
lower  ureter  is  common  with  prolonged 
back  pressure  due  to  obstruction.  Median 
lobe  hypertrophy  is  indicated  by  the  amount 
of  elevation  in  the  bladder  base. 

Cystoscopic  examination  will  show  ob- 
jective signs  of  obstruction,  such  as  hy- 
pertrophy of  the  interureteric  ridge,  and 
varying  degrees  of  hypertrophy  of  the 
bladder  muscle  causing  trabeculation  of 
the  bladder  mucosa.  This  can  be  followed 
in  later  stages  by  cellule  formation  and 
diverticula.  The  degree  and  type  of  pros- 
tatic obstruction  can  be  visualized. 


The  problem  of  whether  prostatectomy 
should  be  done,  should  be  resolved  after 
a review  of  the  history  and  physical  ex- 
amination, the  laboratory  examinations,  and 
the  specialized  examination  such  as  intra- 
venous pyelograms  and  cystoscopy.  Before 
surgery  is  decided  upon,  the  patient  should 
be  in  optimum  condition,  and  this  often 
requires  preliminary  treatment  of  the  de- 
fects common  in  the  age  group.  If  the 
poor  operative  risk  of  the  patient  makes 
surgery  impossible,  one  should  rely  on 
urethral  catheter  drainage  with  vasectomy 
or  suprapubic  drainage. 

The  choice  of  the  operative  procedure  is 
decided  by  the  size  of  the  gland,  the  age 
of  the  patient,  the  operative  risk  and  the 
advantages  and  disadvantages  inherent  in 
each  procedure. 

The  size  of  the  prostate  decides  whether 
open  surgery  or  transurethral  surgery  is  to 
be  done.  Prostate  glands  weighing  less 
than  45  grams  are  considered  usually  ap- 
propriate for  transurethral  resection.  Above 
this  weight  there  is  apt  to  be  a prolonga- 
tion of  the  operating  time  beyond  a safe 
limit,  which  has  been  considered  to  be 
one  hour  of  tissue  resection. 

Transurethral  resection  may  be  done  at 
any  age  in  the  poor  risk  group.  In  patients 
with  prostate  glands  weighing  more  than 
45  grams,  superapubic  or  retropubic  pros- 
tatectomy is  generally  advised  if  the  pa- 
tient is  under  the  age  of  sixty-five,  so  that 
sexual  potency  may  be  preserved.  Any  of 
these  patients  who  are  poor  risks,  or  who 
are  over  the  age  of  sixty-five  should  be 
considered  candidates  for  perineal  pros- 
tatectomy. 

Procedures 

There  is  no  unanimity  of  opinion  among 
urologists  regarding  the  virtues  of  various 
operative  procedures.  This  was  empha- 
sized in  an  editorial  appearing  in  the 
Journal  of  the  American  Medical  Associa- 
tion in  1957.  There  are,  however,  inherent 
disadvantages  and  advantages  with  each 
procedure.  Transurethral  resection  is  tech- 
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nically  the  most  difficult  operation  to  per- 
form. It  does,  however,  offer  the  lowest 
mortality  and  morbidity  and  the  greatest 
degree  of  patient  comfort  post-operatively. 

Suprapubic  prostatectomy  is  the  simplest 
procedure  to  perform,  but  carries  a rela- 
tively shocking  post-operative  course  with 
danger  of  secondary  hemorrhage,  and  a 
rather  uncomfortable  post-operative  course. 

Retropubic  prostatectomy  diminishes  pa- 
tient discomfort,  but  presents  the  danger 
of  secondary  hemorrhage,  and  the  possibility 
of  osteitis  pubis  developing  as  a complica- 
tion. 

Perineal  prostatectomy  may  cause  sexual 
impotence  and  the  dangers  of  urinary  in- 


tality  of  transurethral  resection  versus  open 
procedures.  From  1940  to  1950,  7,910 
transurethral  resections  and  1,002  open 
procedures  were  done,  with  a mortality  of 
2.1%  in  transurethral  resections  and  6% 
to  7%  in  open  procedures.  From  1950  to 
1955,  5,715  transurethral  resections  were 
done,  and  2,123  open  procedures.  The  mor- 
tality rate  in  this  group  was  reported  as 
1.4%  in  transurethral  resections,  and  1.8% 
in  open  procedures.  It  was  felt  by  the 
authors  that  the  reason  for  the  mortality 
rate  not  dropping  as  sharply  with  resec- 
tions in  later  years,  was  due  to  the  fact 
that  more  transurethral  resections  were  be- 
ing done  on  poor  risk  patients,  during  that 
time. 


Post-operative 
Patient  Comfort 


T.  U.  R.  1 

Suprapubic  4 

Retropubic  3 

Perineal  2 


Hospital 

Mortality 

Morbidity 

Stay 

1 

1 

1 

3 

3 

3 

3 

4 

2 

2 

2 

4 

continence  and  rectal  fistula  are  ever  pres- 
ent. With  this  procedure,  operative  and 
post-operative  shock  is  usually  minimal  as 
well  as  patient  discomfort.  The  patient 
is  also  rapidly  mobilized  as  in  transurethral 
resection. 

A comparison  of  various  procedures  can 
be  seen  from  the  following  chart.  The  pro- 
cedures have  been  graded  from  one  to  four, 
i.e.,  from  advantage  to  disadvantage.  This 
should  not  be  considered  a condemnation 
of  any  particular  operative  procedure  other 
than  transurethral  resection,  since  one  is 
generally  forced  into  these  procedures,  be- 
cause of  the  patient’s  deferring  operation. 
It  should  impress  one  with  the  need  for 
encouraging  early  treatment. 

Popular  New  Approach 

A completely  new  approach  has  been 
popularized  by  Vallett2  via  the  trans-sacral 
route. 

A survey  of  the  literature  from  1940  to 
1945  and  from  1950  through  1955  was  made 
by  Fox  and  Dodson,3  to  determine  the  mor- 


Survey  Of  Hospital  Cases 

The  type  and  number  of  prostatectomies 
done  at  St.  Francis  Hospital  from  1933  to 
1960  were  reviewed,  with  the  following  re- 
sults. 

1933  to  1950  Transurethral  resections  48 

Perineal  prostatectomy  19 
Suprapubic  prostatectomy  25 

1950  to  1960  Transurethral  resections  176 

Perineal  prostatectomy  0 
Retropubic  prostatectomy  2 
Suprapubic  prostatectomy  27 

It  is  apparent  that  many  more  transure- 
thral resections  are  being  done  than  other 
procedures.  If  any  inference  is  to  be  drawn 
from  this  disparity  it  may  be  that  pros- 
tatic obstruction  is  being  recognized  earlier, 
and  operative  intervention  is  being  re- 
sorted to  sooner. 
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THE  FUNCTION  OF  THE  VIRUS 
DIAGNOSTIC  LABORATORY* 


Erna  Alture-Werber,  Ph.D.** 


The  function  of  a virus  laboratory  is  to 
study  and  evaluate  infectious  diseases 
caused  by  viral  and  rickettsial  agents.  This 
field  is  a very  complex  science  and  involves 
the  employment  of  many  old  and  new 
methods  for  diagnostic  and  research  work. 

This  paper  is  intended  to  outline  the  en- 
tire technical  procedures  to  the  practicing 
physician,  the  hospital  resident  and  the 
medical  technician  who  deal  with  patients 
afflicted  with  viral  and  rickettsial  infec- 
tions. Their  full  cooperation  is  of  vital 
importance  to  the  virologist. 

Appropriate  specimens  must  be  well 
chosen  and  properly  collected  at  the  right 
time  so  they  reflect  the  clinical  picture  of 
the  patient.  Blood,  spinal  fluid  and  biopsy 
specimens  must  be  collected  under  sterile 
precautions.  Material  not  normally  sterile, 
such  as  stool,  throat  swabs,  exanthematous, 
vesicle  fluids,  etc.,  should  be  collected  in 
sterile  containers  in  order  to  prevent  out- 
side contaminations. 

The  positive  method  for  the  diagnosis  of 
viral  infections  consists  of  the  isolation  of 
the  inciting  agent  and  its  confirmation  by 
serological  procedures.  In  order  to  demon- 
strate a rising  antibody  titer  two  or  more 
blood  sera  must  be  obtained,  the  first  as 
early  as  possible  from  the  onset  of  the 
disease,  the  second  two  weeks  later  and  a 
third  after  recovery. 

*Read  before  the  Delaware  Academy  of  General  Practice  Annual 

Meeting,  December,  1959. 


In  the  diagnosis  of  viral  and  rickettsial 
The  infected  tissue  may  be  examined  by 
the  pathologist;  2)  The  isolation  and  iden- 
tification of  the  inciting  agent;  3)  The 
demonstration  of  the  appearance  and  the 
rise  of  antibodies  through  one  of  the  sero- 
logical methods  such  as  the  complement 
fixation  tests,  the  hemagglutination  inhi- 
bition tests,  the  various  specific  and  non- 
specific agglutination  tests,  and  the  neu- 
tralization tests  in  the  animal,  in  the 
embryonated  egg,  and  in  various  tissue  cul- 
ture systems. 

It  is  not  always  possible  to  follow  all  of 
these  three  lines  of  approach,  therefore, 
procedure  is  usually  determined  by  the 
nature  of  the  disease.  Microscopic  meth- 
ods are  simple  but  limited,  and  although 
they  can  be  used  for  vaccinia  and  variola 
viruses  it  is  always  advisable  to  confirm 
these  results  by  serological  tests. 

The  isolation  and  identification  of  viruses 
are  special  procedures,  and  are  in  most  lab- 
oratories, undertaken  with  specimens  suit- 
able for  this  purpose.  In  cases,  where  the 
illness  is  interrupted  by  death  in  the  early 
stage  of  the  disease,  this  is  the  only  method 
of  diagnosis. 

For  the  common  occurring  viral  diseases 
many  immune  sera  and  antigens  are  com- 
mercially available.  The  less  common  ones 
have  to  be  prepared  in  the  laboratory.  In 
some  complement  fixation  tests  like  polio- 
myelitis, live  virus  grown  in  tissue  culture 

**Chief  Virologist,  Virus  Laboratory  of  Delaware,  Inc. 
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is  used  as  an  antigen.  The  same  holds  true 
for  the  unknown  virus,  which  is  tested 
against  a battery  of  immune  sera  to  iden- 
tify it.  The  load  of  work  for  the  virologist 
increases  if  neutralization  tests  and  isola- 
tions are  attempted  in  the  animals.  The 
maintenance  and  care  of  the  animals  are 
very  important.  Animals  must  be  healthy 
and  kept  well  so  that  the  observations  would 
be  of  value  for  the  diagnosis.  Monkey 
kidney  tissue  cultures  are  commercially 
available.  Other  cell  lines  of  human  or 
animal  origin  may  be  obtained  commercially 
or  may  be  grown  in  the  laboratory.  Em- 
bryonated  chick  eggs  are  inoculated  by 
various  routes  at  various  stages  of  develop- 
ment. The  flu  viruses  grow  in  the  amnio- 
tic  and  in  later  passages  in  the  allantoic 
cavity  of  the  chick  egg.  Rickettsia  and  in- 
clusion bodies  of  the  lymphogranulora-psit- 
tacosis  group  propagate  extremely  well  in 
the  yolk  sac.  The  same  can  be  said  for  the 
viruses  causing  encephalitis,  as  the  East- 
ern Equine,  the  Western  Equine,  Japanese 
encephalitis,  etc. 

Proper  collection,  shipment  and  storage 
of  specimens  are  vital  for  successful  isola- 
tion. Besides  the  well  chosen  material, 
certain  patient  information  is  mandatory 
and  should  be  sent  with  the  specimen,  be- 
cause the  virologist  should  know  whether 
the  patient  is  suffering  from  a nervous,  a 
respiratory  or  systemic  disease,  an  intestinal 
infection  or  exanthematous  eruptions.  An 
intelligent  approach  to  the  study  is  not 
possible  and  the  cost  of  the  tests  will  in- 
crease considerably  if  the  presumptive  diag- 
nosis is  not  available. 

As  a routine  procedure,  in  our  laboratory, 
all  specimens  for  isolation  are  cultured  on 
tissue  culture  tubes  (Monkey  kidney,  Hela 
cells,  Human  and  Animal  cells),  and  studied 
for  their  cytopathogenic  pattern.  Accord- 
ing to  the  presumptive  diagnosis  from  the 
admitting  physician,  the  enriched  material 
is  inoculated  into  eggs,  suckling,  young  and 
adult  mice.  When  aseptic  meningitis  is 
inidicated,  one  may  isolate  Polio,  Echo  or 
Lymphocytic  Chorio  Meningitis  virus  by 
the  tissue  culture  methods.  Coxsackie 


virus  is  isolated  in  suckling  mice  and  the 
various  encephalitis  viruses  are  isolated  in 
young  and  adult  mice  and  in  the  yolk  sac 
of  embryonated  eggs. 

All  packages  mailed  to  the  laboratory 
should  be  labeled  and  marked  as  to  their 
contents  so  as  not  to  endanger  the  labor- 
atory personnel. 

For  serological  examination,  two  blood 
specimens  at  least  should  be  submitted: 
one  taken  at  the  acute  phase  of  the  disease 
and  one  2-4  weeks  later  in  the  convalescent 
stage.  It  cannot  be  too  strongly  empha- 
sized, that  the  second  specimen  is  the  most 
important.  A four-fold  or  higher  rise  of 
antibody  titer  confirms  that  the  patient 
had  experienced  the  disease  indicated.  High 
titers  of  antibodies  in  an  acute  serum  are 
very  often  of  no  significance,  but  the  demon- 
stration of  an  increased  titer,  in  the  con- 
valescent serum  is  significant.  This  second 
serum  must  be  submitted  even  when  the 
patient  is  on  the  way  to  recovery  or  dis- 
missed from  the  hospital. 

Blood  taken  for  a serological  test  should 
be  taken  sterile,  clotted,  kept  in  the  refrig- 
erator and  never  frozen  unless  the  serum  is 
separated  from  it. 

If  separation  is  not  possible  it  should 
be  sent  to  the  laboratory  in  the  clotted 
form;  thus,  the  chances  of  contamination 
are  reduced.  Serum  contaminated  by  mi- 
crobes is  anticomplementary  and  therefore 
unsatisfactory  for  our  work. 

For  the  isolation  of  the  viruses  one  usu- 
ally submits  blood,  throat-swabs,  cerebral 
spinal  fluid,  stools,  nasal  washings,  effusion 
fluids,  vesicle  fluids,  lesion  scrapings,  biopsy 
tissues,  post  mortem  tissues  as  brain,  lung, 
liver,  et  cetera.  In  obscure  infections  it  is 
wise  to  collect  more  material  than  less. 
Many  viruses  and  rickettsia  survive  in  the 
blood  cells.  All  material  should  be  collected 
as  early  as  possible  since  many  agents  are 
present  only  at  the  onset  of  the  disease. 
Swabs  should  be  placed  into  tubes  contain- 
ing small  amounts  of  nutrient  broth  or 
Hanks  balanced  salt  solution.  All  material 
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except  blood  specimens,  should  be  frozen 
until  ready  for  shipment.  If  the  specimens 
must  be  shipped  without  dry  ice,  the  speci- 
mens may  be  placed  into  50%  sterile  gly- 
cerine solution. 

The  isolation  of  a virus  is  a significant 
finding,  but  a negative  result  does  not  ex- 
clude the  suspected  agent  as  being  respon- 
sible for  the  disease.  Positive  agents  may 
persist  in  the  body  for  weeks,  months  and 
years  without  being  responsible  for  the 
disease.  The  mere  recovery  of  a virus  from 
the  stool  does  not  establish  the  diagnosis 
of  the  disease  associated  with  these  viruses, 
(the  current  disease  may  be  totally  unre- 
lated). The  need  for  evaluation  is  neces- 
sary, where  two  diseases  occur  endemically 
at  the  same  time,  as  for  instance  the  polio- 
myelitis and  the  encephalitis  viruses.  The 
rise  of  an  antibody  titer  to  one  of  the 
encephalitis  viruses  and  the  recovery  of  a 
poliomyelitis  virus  would  contribute  very 
little  to  the  diagnosis.  It  would  be  neces- 
sary to  follow-up  such  a case  by  studying 
later  sera  for  an  eventual  rise  of  the  titer 
in  order  to  establish  that  the  patient  had 
experienced  a poliomyelitis  infection.  A 
similar  situation  arises  with  the  isolation 
of  poliomyelitis  and  coxsackie  viruses.  Ex- 
cept for  the  Herpangina  and  epidemic 
Pleurodynia  the  role  of  the  Coxsackie  vi- 
ruses are  not  fully  understood.  New  viral 
isolates  must  be  accepted  with  reservations. 
It  may  be  a latent  virus  or  a wild  virus  of 
the  host  animal. 

Failure  to  isolate  a virus  may  mean  that: 
a)  the  material  was  not  collected  at  the 
right  time,  or  was  mishandled  in  storage 
and  shipment;  b)  in  post  mortem  cases  the 
material  was  collected  unsterile  and  was 
not  properly  stored.  For  example,  Eastern 
encephalitis  virus  will  disappear  from  the 
spinal  fluid  if  not  frozen  immediately,  at 
least  within  a half  hour  from  the  time  of 
collection;  c)  the  host  used  for  propagation 
was  not  the  appropriate  one. 

Evidence  of  viral  activity  is  observed  in 
tissue  culture  through  cytopathogenicity. 
Viral  activity  in  the  animal  makes  itself 


evident  by  observing  the  animal’s  strange 
behaviour  or  its  death.  The  infectivity 
in  the  animal  is  very  low  and  sometimes 
only  one  of  the  animals  in  an  experiment 
becomes  sick  or  dies.  This  particular  animal 
should  be  studied  for  lesions  in  the  lungs 
(in  the  case  of  flu)  or  if  psittacosis  is  sus- 
pected and  the  spleen  is  enlarged,  smears 
should  be  made.  Infected  material  from 
all  sick  or  dead  animals  should  be  passed 
to  other  animals.  If  no  signs  of  the  disease 
occurs,  the  animals  should  be  sacrificed  and 
examined  serologically  for  suspected  anti- 
bodies. The  embryo  in  the  egg  dies  some- 
times, but  not  very  often.  Flu  virus  estab- 
lished in  the  egg  propagates  well  in  the  al- 
lantoic fluid;  inclusion  bodies  and  rickettsia 
are  found  in  the  yolk  sac  and  can  be  ob- 
served microscopically. 

If  the  virus  is  present  in  very  low  con- 
centration, its  detection  is  sometimes  im- 
possible after  one  or  two  passages.  Viruses 
can  be  masked  through  the  presence  of 
neutralizing  antibodies. 

Of  all  the  serological  methods,  the  com- 
plement fixation  test  is  a very  satisfactory 
procedure  for  a large  volume  of  material. 

The  hemagglutination  inhibition  test  is 
based  on  the  ability  of  some  viruses  to  ag- 
glutinate red  blood  cells  (usually  chicken 
cells  or  human  0 cells),  and  the  addition 
of  a type  specific  virus  will  inhibit  this 
ability;  in  these  tests,  likewise,  only  paired 
sera  should  be  tested  simultaneously.  Anti- 
bodies to  one  type  of  flu  may  be  present 
before  onset  of  the  disease  caused  by  an- 
other type  and  untrue  evaluation  may  be 
made  when  testing  only  one  serum.  Hemag- 
glutination tests  are  feasible  for  the  various 
flu  strains,  New  Castle  disease,  Dengue 
fever,  variola  and  vaccinia  viruses  and  for 
some  of  the  encephalitis  viruses.  Unfor- 
tunately these  tests  are  very  strain  specific, 
and  not  only  the  work  load  is  increased, 
but  one  has  to  have  all  the  strains  on  hand 
to  match  the  patient’s  serum  in  order  not 
to  miss  the  rise  of  an  antibody  titer.  The 
non-specific  inhibitors  are  another  problem 
in  virolory  and  must  be  removed  from  the 
sera  by  receptor  destroying  enzymes. 
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Worth  mentioning  are  the  non-specific 
agglutination  tests,  as  the  Weil  Felix  Tests 
using  Proteus  OX  19,  OX  2 and  OX  K for 
differentiation  of  the  various  rickettsial 
diseases.  The  specific  CF  tests  have  re- 
placed the  Weil  Felix  Reactions  lately.  Ad- 
ditional non-specific  tests  are:  the  Cold 
agglutinins  and  the  Mg-streprococci  ag- 
glutinins for  the  diagnosis  of  atypical  pneu- 
monia. 

The  recently  developed  fluorescent  anti- 
body technique  should  not  be  left  unmen- 
tioned. They  can  be  used  if  enough  virus 
is  present.  When  the  virus  is  brought  in 
contact  with  specific  labeled  immune  serum 
it  will  show  up  as  a specific  illuminated 
stain  under  fluorescent  light  and  can  be 


observed  in  the  microscope  and  can  be 
photographed. 

Summary 

The  function  of  the  present  day  viral 
and  rickettsial  diagnostic  laboratory  has 
been  outlined. 

The  methods  of  collection  and  preparing 
specimens  for  a virus  laboratory  are  de- 
scribed. 

The  various  techniques  of  viral  isolation 
in  tissue  culture  systems,  animals  and 
eggs  are  discussed. 

The  various  serological  tests  used  are 
discussed  and  their  limitations  are  em- 
phasized. The  most  recent  fluorescent  anti- 
body techniques  are  mentioned. 


DISCUSSION  OF  DR.  WERBER’S  PAPER 


I wish  to  congratulate  Dr.  Werber  for  her 
presentation  of  such  an  interesting  paper 
on  the  functions  of  a virus  diagnostic  labor- 
atory. 

As  Dr.  Werber  indicated,  viruses  are  im- 
portant etiologic  factors  of  present  day 
diseases.  An  accurate  knowledge  of  the 
diseases  which  are  prevalent  in  our  midst 
is  necessary  for  public  health  protection  and 
the  prevention  of  the  spread  of  any  disease. 

At  least  eleven  cases  who  would  have 
been  diagnosed  as  poliomyelitis  were  proven 
to  be  diseases  caused  by  the  Coxsackie  (6) 
or  lymphocytic  choreomeningitis  (5)  vi- 
ruses. Dr.  Werber  not  only  does  the  com- 
plement fixation  tests  but  also  cultures 
each  specimen  into  monkey  kidney  cells, 
human  cancer  cells  ( Hela),  eggs,  or  suck- 
ling mice,  in  order  to  isolate  the  virus.  As 
we  all  know  the  enteric  viruses,  that  is, 
Polio,  Echo,  and  Coxsackie,  present  similar 
clinical  pictures.  The  only  exceptions  be- 
ing the  group  B Coxsackie  virus  which  pro- 
duces pleurodynia,  and  some  of  the  Echo 
viruses  which  produce  a measle-like  rash. 
In  the  past  few  years  all  of  the  enteric 
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viruses  have  been  associated  with  some 
degree  of  muscle  weakness  or  paralysis  so 
that  the  problem  of  differential  diagnosis 
has  been  impossible  without  the  aid  of 
virology. 

Thus  far  this  year  seven  cases  of  polio- 
myelitis have  been  reported,  of  these  only 
two  children,  aged  3 % and  9,  have  been 
severely  paralyzed,  neither  one  of  whom 
had  the  Salk  vaccine.  The  thorough  im- 
munization program  conducted  by  our  State 
Health  Department  under  the  direction  of 
Dr.  Floyd  Hudson  has  proven  its  value. 

We  have  distributed  copies  of  forms  to 
be  used  by  physicians  requesting  viral  diag- 
nostic tests.  The  viral  diseases,  the  tests, 
the  specimens  required,  and  other  informa- 
tion needed  by  the  virologist  are  listed. 
It  is  important  to  collect  the  specimens  of 
blood,  throat  swabs,  spinal  fluid,  and  feces, 
as  soon  as  the  disease  is  suspected.  The 
chances  of  isolating  the  viruses  are  greater 
during  the  first  few  days  of  the  acute  illness. 

The  instructions  for  collection  of  speci- 
mens for  viral  diagnostic  testing  are  out- 
lined on  the  forms. 
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ORAL  TRYPSIN  IN  TRAUMATIC  INJURIES 
And  Certain  Orthopedic  Problems 


A.  Lee  Lichtman,  M.D.* 


The  fundamental  physiologic  reaction  in 
any  case  of  injury  is  spasm  of  smooth  mus- 
cle, contraction  of  arterioles,  and  increased 
capillary  permeability.  These  reactions  are 
frequently  complicated  by  pain,  which  may 
well  bring  about  a disturbance  in  the  body’s 
physiologic  balance.  Such  a break  in  the 
physiologic  balance  may  lead  to  permanent 
tissue  injury,  invalidism,  or  even  death. 

It  is  one  of  the  miracles  of  nature  how 
the  body  responds  to  correct  defects  caused 
by  injury.  The  body  marshals  its  forces, 
with  every  part  of  the  body  contributing 
its  share,  to  compensate  for  and  reverse  or 
heal  the  injury.  This  mechanism  is  de- 
pendent on  the  circulation  of  the  blood  from 
one  capillary  bed  to  another,  by  way  of  the 
larger  vessels. 

The  more  severe  the  injury,  the  greater 
is  the  nutritional  disturbance.  The  inten- 
sity of  the  protein  depletion  and  the  dur- 
ation of  the  period  of  this  depletion  will 
depend  on  the  extent  of  the  injury  and  the 
nutritional  state  of  the  individual  at  the 
time  of  injury.  An  evaluation  of  the  pa- 
tient’s general  condition  should  always 
precede  that  of  his  specific  injury. 

Injury  frequently  results  in  the  charac- 
teristic phenomena  of  inflammation,  edema 
and  pain.  These  phenomena  are  observed 
in  soft  tissue  when  a bruise  causing  blow 
has  been  struck,  in  the  area  of  a sprain,  and 
at  the  site  of  a fracture. 

Celsus  has  pointed  out  that  every  type 
of  inflammation  is  characterized  by  four 
cardinal  features:  redness,  swelling,  heat 
and  pain.  Hunter  added  another  feature — 
“loss  in  function” — to  which  Menkin  added 
a biochemical  feature.1  Pain  has  become 
recognized  as  an  important  warning  of  dan- 

* Professor  of  Surgery  and  Director  of  Medical  Education,  New 
York  Polyclinic  Medical  School  and  Hospital. 


ger  to  the  body;  however,  it  is  not  neces- 
sary to  a suitable  biologic  adjustment.  It 
has  been  established  that  the  intensity  of 
pain  is  not  directly  proportional  to  the 
degree  of  severity  of  tissue  damage.  In- 
flammation has  the  capacity  to  lower  the 
pain  threshold. 

The  use  of  crystalline  trypsin  as  a thera- 
peutic tool  in  the  management  of  inflam- 
mation and  edema  has  been  adequately  re- 
viewed by  Moser2  and  Martin.3  Crystalline 
trypsin,  injected  intramuscularly,  has  been 
advocated  as  a therapeutic  agent  in  a wide 
variety  of  conditions.  While  it  was  used 
first  because  of  its  local  proteolytic  action 
on  necrotic  tissue  and  exudates,  later  ap- 
plications involved  its  anti-edema,  anti-  in- 
flammatory action  when  given  intramus- 
cularly. In  bacterial  and  chemical  inflam- 
mation, in  trauma  and  in  hemorrhage  it 
hastens  the  reabsorption  of  the  exudative 
of  extravasated  elements  into  the  blood 
and  lymphatic  vascular  systems.  By  re- 
ducing excessive  edema  it  hastens  resolu- 
tion and  healing.  Because  of  its  action 
against  both  inflammatory  and  traumatic 
edema  trypsin  is  theoretically  useful  in 
many  different  conditions. 

An  enteric  coated  tablet  containing  tryp- 
sin, chymotrypsin  and  ribonuclease — with 
proteolytic  activity  equivalent  to  20  mg  of 
crystalline  trypsin  — has  been  introduced 
as  a therapeutic  tool  for  the  treatment  of 
inflammation,  edema,  hematomas  and  pain. 
The  enteric  coating  of  the  tablet  permits 
the  passage  of  the  contained  proteolytic  en- 
zymes through  the  stomach  to  be  released 
in  the  upper  gastrointestinal  tract. 

Intestinal  absorption  of  trypsin  was  dem- 
onstrated by  Martin  e tal4  and  confirmed 
by  Bogner  et  al.5  They  placed  radioactive 
iodine  tagged  trypsin  into  an  isolated  section 


January,  1961 


11 


Delaware  Medical  Journal 


of  animal  intestine  and  determined  its  ab- 
sorption into  the  circulating  blood. 

In  this  study  the  effectiveness  of  orally 
administered  trypsin  in  enteric  coated  tab- 
lets, for  the  treatment  of  traumatic  injuries, 
was  evaluated.  An  attempt  was  made  to 
evaluate  its  action  in  the  limitation  of  the 
reaction  to  injury  as  compared  with  con- 
trols. The  conditions  treated  include 
“black  eyes,”  bruises,  hematomas,  sprains, 
fractures  and  thrombophlebitis. 

Method 

In  the  severely  injured  patients  treatment 
was  started  with  intramuscular  injections 
of  crystalline  trypsin — 2.5  mg  in  0.5  cc — 
two  doses  the  first  day;  thereafter  the 
enteric  coated  tablets — 2 tablets  each  six 
hours  for  three  doses  daily.  Most  of  the 
patients  were  hospitalized  and  routine  ob- 
servations were  made  by  the  physician. 
Antibiotics  were  not  given  except  where 
infection  was  present.  Bacteriologic  studies 
determined  the  antibiotic  to  be  used  in 
each  case  when  indicated. 

Results 

“Black  eyes,”  bruises  and  hematomas 
suffered  by  individuals  engaged  in  contact 
sports,  and  occurring  in  patients  following 
rhinoplasty,  thyroidectomy  and  neck  dis- 
section, were  treated  with  orally  adminis- 
tered enteric  coated  trypsin  tablets — two 
tablets  each  six  hours — to  study  the  reso- 
lution of  extravasated  blood.  Ordinarily  it 
takes  about  10  days  for  the  swelling  and 
pigment  to  resolve.  After  treatment  with 
“oral  trypsin”  in  140  patients  in  this  cate- 
gory, results  were  good  in  120  cases  and 
equivocal  in  20  cases.  Good  results  consti- 
tute those  cases  in  which  swelling  and  pain 
disappeared  in  24  hours  and  the  process 
resolved  in  72  hours.  Furthermore,  the 
color  changes  in  the  ecchymosis  in  the  skin 
was  different — with  the  rapid  appearance 
in  24  hours  of  a pink-red  color  rather  than 
the  gun-metal  blue-black  seen  in  the  un- 
treated ecchymosis. 

Vestiges  of  subconjunctival  hemorrhage 
may  remain  for  4-5  days.  The  swelling 


around  soft  part  injuries  disappears  more 
rapidly  than  in  the  untreated  cases.  Marked 
subcutaneous  edema  and  hemorrhage  after 
rhinoplasty,  thyroidectomy  and  neck  dis- 
sections showed  remarkable  resolution  in 
24  hours.  Three  patients  who  had  intra- 
ocular hemorrhage  due  to  trauma  showed 
resolution  of  the  hemorrhage  in  three  to 
four  days. 

Swelling  and  Hemorrhage  Around  Sprains  and 
Fractures 

Twenty-one  patients  with  sprained  ankles 
were  treated  with  orally  administered  en- 
teric coated  trypsin  as  an  adjunct  to  con- 
ventional treatment.  Of  these  21  patients,  17 
had  a satisfactory  response.  There  is  great 
advantage  in  keeping  the  swelling  down 
at  the  site  of  a sprain.  It  permits  palpa- 
tion of  bony  landmarks  with  subsequent 
greater  ease  in  following  the  progress  of 
healing  within  the  joint.  Since  the  pain 
in  these  sprains  is  due  to  hemorrhage  into 
the  ligaments  and  synovia  at  the  site  of 
attachment  to  bone  and  muscle,  trypsin 
therapy  causes  a rapid  reduction  of  pain 
as  compared  with  untreated  controls. 

In  two  cases  of  hemarthrosis  of  the  knee 
joint,  treatment  was  started  with  one  in- 
jection of  2.5  mg  crystalline  trypsin  intra- 
muscularly, then  continued  with  2 enteric 
coated  trypsin  tablets  every  six  hours  for 
72  hours.  Swelling  and  pain  in  these  cases 
were  reduced  significantly  in  24  hours,  and 
gone  in  72  hours. 

Eight  cases  of  fractures  complicated  by 
hemorrhage  and  swelling  around  the  frac- 
ture site  were  treated  in  the  manner  de- 
scribed above.  Responses  similar  to  those 
described  above  were  obtained  in  seven  of 
the  eight  patients  treated.  This  rapid  re- 
duction in  swelling  permitted  more  accur- 
ate immobilization  of  the  bones  in  these 
fractures  and  possibly  better  approxima- 
tion of  the  bony  fragments. 

Acute  Thrombophlebitis: 

In  fifteen  cases  where  acute  thrombo- 
phlebitis was  encountered,  ten  patients 
demonstrated  a forty-eight  hour  response  to 
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TABLE  I 


Number 

Good 

Equivocal 

of  cases 

Results 

Results 

140 

120 

20 

21 

17 

4 

2 

2 

0 

8 

7 

1 

15 

10 

5 

Clinical  Condition 
Black  eyes,  bruises,  hematomas 
Sprained  Ankles 
Hemarthrosis  knee  joint 
Fractures  with  marked  swelling 
Thrombophlebitis 

oral  trypsin  treatment.  The  remaining 
five  patients  were  treated  with  intramus- 
cular injections  of  crystalline  trypsin  and 
were  free  within  72  hours. 

The  response  to  the  clinical  application 
of  trypsin  in  enteric  coated  tablets,  as  used 
in  this  study  are  tabulated  in  Table  I. 

Discussion 

The  mechanism  of  trypsin  action  has  not 
been  definitely  established.  It  has  been 
suggested6  that  the  lytic  action  of  this  en- 
zyme removes  protein  barriers  and  facili- 
tates drainage  of  the  inflamed  area;  thus 
restoring  biologic  continuity  and  local  tis- 
sue homeostasis. 

It  was  determined'  by  the  use  of  “tagged 
trypsin”  that  the  parenteral  route  provided 
blood  levels  of  trypsin  of  a greater  magni- 
tude and  duration  than  that  obtained  by 
the  buccal  or  intestinal  route  of  adminis- 
tration of  the  trypsin. 

Laboratory  studies8  suggest  that,  follow- 
ing parenterally  given  trypsin,  there  is  cor- 
rection of  a proteolytic  enzyme-protein 
macromolecular  substrate  imbalance  in  the 
area  of  local  tissue  injury.  This  is  followed 
by  a reduction  in  the  viscosity  of  edema 
fluid,9-10  purulent  exudates  and  lymph,  with 
r rpid  dispersal  of  necrotic  debris. 

A concept  has  been  advanced11  suggest- 
ing that  “Trypsin  administered  intraven- 
ously or  intramuscularly  acts  by  its  transfer 
to  the  inflammatory  site.  The  concept  of 
plasmin  activation  at  the  site  of  injection 
no  longer  seems  feasible,  since  no  detectable 
differences  in  blood  plasmin  concentration 
have  been  found.  At  the  site  of  inflam- 
mation, trypsin  functions  as  a depoly- 
merase. It  may  also  cause  plasmin  ac- 


tivation. The  key  to  the  action  of  trypsin 
in  an  inflammatory  reaction  relates  directly 
to  the  restoration  of  biological  continuity, 
to  the  restoration  of  circulation,  and  there- 
by, the  prevention  of  further  cellular  dam- 
age and  death.” 

Whatever  the  mechanism  of  trypsin  ac- 
tion, it  is  the  physician’s  duty  to  make 
every  effort  to  assist  nature  to  do  her  part 
adequately  and  completely.  The  physician 
should  institute  those  measures  which  will 
provide  an  adequate  blood  supply  to  the 
affected  area  and  remove  all  “road  blacks” 
to  healing. 

Conclusion 

Orally  administered  trypsin  in  enteric 
coated  tablets  (Orenzyme)  used  either 
alone  or  in  conjunction  with  crystalline 
trypsin  (Parenzyme  A)  given  intramus- 
cularly has  been  found  to  be  an  effective 
therapeutic  agent  in  the  treatment  of  in- 
flammation, edema  and  pain  resulting  from 
trauma,  hemorrhage  and/or  infection. 
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PROTECTION 


FOR  THE  NEPHRECTOMIZED  PATIENT 


Robert  S.  Seeherman,  M.D.* 


The  idea  for  this  protective  kidney  device 
was  evolved  as  a result  of  an  automobile 
accident  in  which  the  author  was  injured. 
A nephrectomy  had  been  performed  three 
years  previously  for  a congenital  malforma- 
tion of  the  ureter  which  resulted  in  a hydro- 
nephrotic  pyonephrosis.  Since  general  prac- 
tice requires  many  hours  of  driving  during 
variable  weather  conditions,  the  thought  of 
a protective  device  adapted  to  fit  snugly  to 
the  side  of  the  remaining  kidney  would  be  a 
comforting  prophylactic  approach. 

The  application  of  the  above  idea  was 
not  only  for  the  author’s  benefit  but  for  all 
individuals  following  nephrectomy.  The 
group  would  include  salesmen,  truck  driv- 
ers, construction  workers  and  all  others  us- 
ing vehicles  in  the  pursuit  of  their  occupa- 
tion. Still  another  class  would  be  those 
engaged  in  sports,  such  as  iceskaters,  skiers, 
basketball  players  who  are  prone  to  injury, 
especially  in  the  flank  area. 

The  device  is  basically  a shield  of  alumi- 
num which  is  light-weight  but  extremely 
strong  and  resistant  to  external  force.  The 
aluminum  is  covered  with  a washable  plas- 
tic and  the  sharp  edges  with  foam  rubber. 
After  the  malleable  shield  is  fitted  to  the 
desired  size,  two  elastic  straps  are  attached 
and  encircle  the  waist.  Anteriorly,  it  ex- 
tends three  to  four  inches  lateral  to  the 
bid-line  and  posteriorly,  it  meets  the  verte- 
bral column. 

Assistant  to  the  Medical  Department  Delaware,  Memorial,  St. 

Francis  and  Wilmington  General  Hospitals. 


Since  injury  to  the  remaining  kidney 
could  be  fatal  to  the  “nephrectomee,”  a pro- 
tective kidney  belt  has  been  described  as  a 
measure  to  insure  the  wearer  against 
trauma. 


Figure  1 shows  the  device  which  fits  under  or 
over  the  clothing.  If  desired,  it  may  be  worn 
only  while  in  the  vehicle. 
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SYSTEMIC  TREATMENT  of  the  SYMPTOMS 
of  CORYZA 


AND  OTHER  COMMON  UPPER  RESPIRATORY  DISORDERS 

G The  common  cold  is  an  important  factor 
affecting  productivity.  Treatment  should  be 
guided  towards  returning  the  patient  to  work 
as  promptly  as  possible. 


Aubrey  C.  Smoot,  M.D. 
Albert  J.  Wildberger,  M.D. 


Among  the  many  charges  laid  at  the 
door  of  the  common  cold  is  America's  in- 
volvement in  World  War  II.  In  March, 
1942,  President  Roosevelt,  in  a letter  to 
Fred  Kent,  a prominent  banker,  made  these 
comments:  “ Let  me  tell  you  something 
terrible.  The  Japanese  would  never  have 
attacked  the  United  States  had  it  not  been 
for  the  existence  of  the  common  cold  . . . 
If,  since  the  defense  program  started,  we 
in  the  United  States  had  not  lost  sixty 
million  man-days  through  the  scourge  of 
Satan,  called  the  common  cold,  we  could 
undoubtedly  have  had  enough  planes  and 
guns  and  tanks  to  overrun  Europe,  Africa, 
and  the  whole  of  Asia.  Take  good  care  of 
yourself.  Don't  go  on  strike  and  for  God's 
sake  don't  catch  a common  cold."*  To  this 
impressive  accusation,  add  the  estimate 
that  an  annual  loss  of  5 billion  dollars  may 
be  charged  to  this  disease  and  the  “infa- 
mous’' nature  of  this  “scourage  of  Satan” 
becomes  apparent. 

F.D.R.  was  writing  with  tongue  in  cheek, 
but  there  is  no  doubt  that  the  symptoms 
of  a cold  are  distressing  and  sometimes  in- 
capacitating. In  addition,  one  symptom  of 
a cold,  the  nasal  exudate,  provides  a pro- 
tein-rich medium  for  the  growth  of  second- 
ary, and  potentially  dangerous  invaders.  * * 

*Fabricant,  Noah  D.:  Franklin  D.  Roosevelt.  The  Common 

Cold  and  American  History,  Eye,  Ear,  Nose  and  Throat 

Monthly , 37  (3  ):  179-185,  March  1958. 


Because  recently  introduced  oral  nasal  de- 
congestants seemed  to  offer  comfort  to 
suffers  of  the  “incurable”  common  cold,  in- 
cluding a reduction  in  their  excess  nasal 
secretions,  we  recently  evaluated  one  of 
these  preparations  in  the  symptomatic 
treatment  of  patients  with  colds  or  cold- 
like symptoms. 

The  preparation  was  a combination  of  an 
anticholinergic  secreto-inhibitory  agent 
(isopropamide  iodine,  2.5  mg.),  a vasocon- 
strictor (phenylpropanolamine,  50  mg.), 
and  an  antihistimine  (chlorprophenpyridi- 
mine,  8 mg.),  in  a capsule  designed  to  pro- 
vide control  of  symptoms  for  approximately 
12  hours.  This  combination  was  chosen 
because  its  components  were  fairly  well 
known  to  us  and  unlike  other  such  prepar- 
ations, it  contained  an  anticholinergic.  The 
patients  were  selected  on  the  basis  of  nasal 
obstruction  and  discharge,  regardless  of 
diagnosis.  In  all,  74  patients,  ranging  in 
age  from  8 to  73  years  (average:  37)  were 
treated  during  the  three  months  we  evalu- 
ated the  drug  combination.  Diagnosis  in- 
cluded upper  respiratory  infection  (29  pa- 
tients), allergic  rhinitis  (14  patients), 
bronchitis  (5  patients),  pharyngitis  with 
post-nasal  drip  (2  patients),  and  bronchial 
asthma  (3  patients).  Twenty-one  other 

**  Farmer,  Donald  F.,  Oral  Therapy  in  Respiratory  Tract  Dis- 
orders, Clinical  Medicine,  5 (9)  1183-1187,  September  1958. 
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patients  had  chronic  sinusitis,  and  com- 
plained of  either  constant  or  periodic  sinus 
headaches.  Some  patients  had  a combina- 
tion of  disorders. 

All  patients  had  congestion  of  the  upper 
respiratory  tract,  (as  one  patient  described 
it,  “a  head  full  of  cement”),  inflamed  or 
pale  mucous  membranes,  and  some  nasal 
discharge;  in  approximately  half,  the  dis- 
charge was  purulent.  The  turbinates  were 
inflamed  or  injected  in  69  patients,  the 
conjunctiva  was  red  and  swollen  in  21,  and 
6 had  nasal  polyps. 

Most  patients  were  instructed  to  take 
one  capsule  of  the  drug  combination  every 
12  hours,  but  four  got  better  relief  with 
one  capsule  every  8 hours.  Systemic  anti- 
biotics were  used  where  necessary,  but  this 
did  not  interefere  with  the  evaluation,  for 
any  symptomatic  relief  caused  by  the  prep- 
aration being  tested  was  expected  rapidly, 
before  antibiotics  could  begin  to  have  an 
effect.  Four  patients  with  bronchitis,  3 
with  severe  colds,  and  one  patient  with 
sinusitis  received  a combination  of  expec- 
torants, suspended  in  sesame  oil.  Treat- 
ment was  continued  for  from  3 to  27  days, 
and  averaged  7 days.  Smears  were  made 
from  the  nasal  secretions  of  eleven  patients 
with  allergic  rhinitis,  and  eosinophil  and 
neutrophil  counts  were  taken  to  confirm 
the  diagnosis  of  allergy  and  to  determine 
if  any  infection  were  present.  The  test 
was  to  be  repeated  at  3-day  intervals  to 
provide  a rough  guide  to  the  patient’s 
progress. 

Results 

The  table  details  the  improvement  seen 
in  terms  of  significant  signs  and  symptoms. 
Generally,  nasal  stuffiness  and  discharge 
were  sharply  reduced  or  eliminated,  the 
turbinates  became  less  swollen,  the  mucosa 
regained  its  normal  color  and  thickness, 
and  the  conjunctiva,  if  inflamed,  appeared 
less  irritated  and  swollen.  Sinus  headaches 
were  relieved  in  18  out  of  21  patients.  Five 
cases  of  nasal  polyps,  however,  showed 
little  improvement.  If  relief  was  to  be 
forthcoming,  it  was  usually  noticeable  with- 
in 45  minutes,  always'  within  one-and-a- 


half  hours,  and  it  continued  all  day.  Pa- 
tients who  had  been  particularly  “clogged 
up”  and  hyper-secretive  in  the  morning, 
and  had  been  advised  to  take  a capsule 
upon  retiring,  reported  a marked  absence 
of  nasal  discharge  and  stuffiness  when  they 
woke  up. 

In  all,  only  6 patients  experienced  little 
or  no  clinical  or  symptomatic  relief;  of 
these  6,  one  had  a severe  upper  respiratory 
infection,  one  had  pharyngitis,  exacerbated 
by  a post-nasal  drip  and  the  temperature 
extremes  of  his  outdoor  job,  and  one  had 
allergic  rhinitis  with  a severe  super-imposed 
infection.  Three  other  patients  had  severe 
chronic  sinusitis  with  sinus  headaches;  they 
obtained  no  relief  from  pain  until  given 
codeine  or  darvon. 

Of  the  29  patients  with  uncomplicated 
upper  respiratory  infections,  21  showed 
complete  improvement,  7 substantial  im- 
provement, and  one  little  improvement. 
This  last  patient  received  expectorants,  as 
did  two  others  in  the  group.  During  her 
five  days  on  the  drug  combination,  she  con- 
tinued to  have  a purulent  nasal  discharge 
and  inflamed  nasal  mucosa,  although  her 
congestion  was  somewhat  relieved.  Many 
of  the  patients  m this  group  were  curious 
as  to  how  a capsule  had  cleared  up  their 
nose  and  reduced  their  copious  nasal  dis- 
charge. 

Of  the  14  patients  with  uncomplicated 
allergic  rhinitis,  4 experienced  complete 
relief,  9 sbstantial  relief,  and  one  little  re- 
lief. This  last  patient  had  a severe  con- 
comitant infection,  as  evidenced  by  the 
purulence  and  high  neutrophil  count  of  her 
nasal  discharge.  In  her  case,  the  combin- 
ation of  drugs  was  discontinued  after  three 
days  because  of  an  “upset  stomach.” 
Corticosteroids  or  specific  antigen  vaccines 
were  not  necessary  in  any  patient. 

Of  the  21  patients  with  sinus  headaches, 
18  experienced  complete  relief  from  pain, 
probably  because  the  drug  combination  re- 
duced the  inflammation  of  their  sinus  mem- 
branes and  relieved  pressure  by  opening 
sinus  ostia.  These  18  patients  also  exper- 
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IMPROVEMENT  IN  PHYSICAL  SIGNS  AND  SYMPTOMS 

Patients  Who  Were,  On  Their  Final  Visits : 


Number  of 

Improved 

Unimproved 

Sign  or  Symptom 

Patients 

Number 

% 

Number 

% 

Pale  or  Inflamed  Mucosa 

74 

62 

83.8 

12 

16.2 

Polyps 

6 

1 

16.7 

5 

83.3 

Inflamed  or  Edematous  Conjunctiva  21 

20 

95.2 

1 

4.8 

Inflamed  or  Injected  Turbinates 

69 

66 

95.7 

3 

4.3 

Congestion 

74 

70 

94.6 

4 

5.4 

Purulent  Nasal  Discharge 

36 

22 

61.1 

14 

38.9 

Clear  Nasal  Discharge 

38 

29 

76.3 

9 

23.7 

ienced  either  complete  or  substantial  relief 
of  nasal  discharge  and  congestion. 

These  results  appear  to  compare  favor- 
ably with  what  one  would  expect  from  no 
treatment  or  from  treatment  with  topical 
drops  or  sprays.  With  no  treatment,  nasal 
discharge  or  congestion  gradually  abates 
as  the  cold  or  allergic  reaction  runs  its 
more  or  less  prolonged  course. 

A more  serious  disorder,  such  as  sinusitis, 
can  worsen.  Topical  medications,  on  the 
other  hand,  give  some  relief,  but  it  is  usually 
incomplete,  for  these  drugs  cannot  reach  all 
areas  of  the  mucosa  or  penetrate  thick 
mucoid  coverings.  In  addition,  they  usually 
offer  relief  for  only  short  periods,  and  if 
used  too  frequently  may  irritate  the  mucosa 
and  cause  more  swelling. 

Although  the  preparation  evaluated  gave 
consistent  and  long-acting  relief,  it  is,  of 
course,  symptomatic  therapy,  and  will  not 
shorten  the  duration  of  either  a cold  or 
other  disorder.  The  average  length  of 
treatment  here,  7 days,  seems  to  verify  the 
old  saw  that  a 7-day  cold  will,  with  treat- 
ment, last  a week.  The  patients  we  treated 
were  grateful  for  the  symptomatic  relief 
they  did  obtain,  and  several  of  them  men- 
tioned that  they  preferred  these  capsules 
because  they  “worked  better”  and  were 
more  convenient  than  either  drops  or 
sprays.  In  addition,  the  elimination  of 
profuse  nasal  exudate  perhaps  protected 
these  patients  from  secondary  bacterial 
and  viral  infections.  Only  one  patient 
developed  a full-blown  bacterial  infection 


The  eosinophil  and  neutrophil  counts 
made  in  1 1 patients  confirmed  the  diagnoses 
of  an  allergic  condition,  and  indicated  the 
existence  of  some  super-imposed  infection 
in  4 patients;  however,  only  9 patients  had 
any  nasal  discharge  for  a second  test,  and 
only  5 even  returned  for  a third  test.  The 
test  was  therefore  a good  diagnostic  aid, 
but  of  only  limited  value  as  an  indicator  of 
improvement.  There  was  an  apparent 
correlation  between  the  clinical  improve- 
ment that  occurred  in  these  patients  and 
a drop  in  the  eosinophil  and  neutrophil 
counts,  but  the  number  of  patients  involved 
is  obviously  too  small  to  justify  any  general 
conclusions. 

Side  effects  occurred  in  only  one  patient, 
the  woman  with  an  “upset  stomach”;  this 
disappeared  when  the  medication  was  with- 
drawn. Drowsiness  was  not  reported  by 
any  of  the  patients. 

Summary  And  Conclusions 

A new  anticholonergic-decongestant 
preparation  was  given  to  74  patients  with 
upper  respiratory  infections,  allergic  rhin- 
itis, sinusitis,  bronchitis,  pharyngitis  with 
post-nasal  drip,  and  bronchial  asthma. 
Sixty-eight  patients  experienced  complete 
or  substantial  relief  from  nasal  discharge 
and  congestion,  sinus  headaches,  and 
swelling  and  inflammation  of  mucous  mem- 
branes and  turbinates.  One  patient  re- 
ported side  effects  of  an  “upset  stomach.” 
This  preparation  not  only  provides  sympto- 
matic relief,  but  also  seems  to  help  prevent 
secondary  infections,  and  is  acceptable  to 
patients. 
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GERALD  0.  POOLE,  M.D. 

1905  - 1960 

Dr.  Poole  died  September  24th  in  Wilmington,  his  native  city. 
After  taking  his  premedical  training  at  the  University  of  Delaware,  he 
received  his  medical  degree  from  Hahnemann  Medical  College  in  1931. 
Following  internship  at  the  Homeopathic  Hospital  of  Delaware  and 
Peninsula,  now  the  Memorial  Hospital,  he  entered  the  general  practice 
of  medicine  in  Wilmington.  From  1937  until  1940  he  studied  otolaryn- 
gology at  the  Graduate  School  of  Medicine  of  the  University  of  Penn- 
sylvania as  well  as  at  other  institutions.  From  1945  until  recently,  he 
practiced  his  specialty  in  Wilmington.  He  was  certified  by  the  American 
Board  of  Otolaryngology  and  was  a Fellow  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology  as  well  as  the  International 
College  of  Surgeons. 

During  World  War  II  he  served  in  the  Medical  Corps  of  the  Navy 
as  a Lieutenant  Commander  and  received  an  official  commendation 
for  his  meritorious  service  in  controlling  an  epidemic  of  food  poisoning 
on  the  eve  of  the  Normandy  invasion. 


January,  1961 


“ GLADLY  WOULD  HE  LEARN  AND  GLADLY  TEACH,”  Chaucer 

The  first  stipulation  in  the  Oath  of  Hippocrates  notes  the  obligation  of 
the  physician  in  the  continuity  of  medical  education  . . . “to  regard  him  who 
teaches  this  art  equally  with  my  parents,  to  share  my  substance,  and,  if  he 
be  in  need,  to  relieve  his  necessities,  to  regard  his  offspring  equally  with  my 
brethren;  and  to  teach  his  art  if  they  shall  wish  to  learn  it,  without  fee  or 
stipulation,  to  impart  a knowledge  of  precept,  by  lecture,  and  by  every  other 
mode  of  instruction  to  my  sons,  to  the  sons  of  my  teacher,  and  to  pupils 
who  are  bound  by  stipulation  and  oath,  according  to  the  law  of  medicine  . . 

A college  president,  Louis  T.  Benezet,  views  the  physician  as  a teacher 
of  his  own  profession,  a teacher  of  his  patients,  and  a teacher  of  his  com- 
munity. Medical  education  is  a continuing  process,  occupying  a lifetime 
for  the  individual  and  centuries  for  succeeding  generations.  A committee 
of  a medical  faculty  reported,  “In  modern  times,  the  constituent  branches 
of  medical  science  are  so  expanded,  that  they  are  not  acquired  by  any  phy- 
sician in  a lifetime,  and  still  less  by  a student  during  his  pupilage.”  This 
statement  was  not  written  yesterday.  It  was  written  in  1850! 

Benezet  remarks  “ ...  of  all  professional  men,  the  doctor  most  needs 
to  be  a person  of  broad  human  understanding,  sensitive  self-insight,  sound 
knowledge  of  our  societal  structure;  a person  equipped  to  speak  knowledg- 
ably  with  his  patients  and  fellow  citizens  on  ethics  and  values  . . . the 
American  physician  is  potentially  the  most  powerful  person  in  society  in 
the  ability  to  affect  human  attitudes  at  crucial  times.  His  strength  to  produce 
change  is  unrivalled  in  the  relationship  of  men  with  men  . . . 

“As  he  labors  through  the  maze  of  modern- medical  science,  combining 
idealism  with  pragmatic  skill,  he  remains  one  of  the  strongest  potential 
teaching  forces  we  could  ask  towards  solving  many  human  problems  of 
tomorrow.” 


Reference : Benezet,  Louis  T.:  The  Physician  As  Teacher,  The  Pharos,  Alpha  Omega  Alpha,  Pg.  24-33,  May,  1957. 
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THE  HIGH  COST  OF  DIFFERENTIAL  DIAGNOSIS 


Edward  B.  LeWinn,  M.D. 


During  World  War  II,  there  were  prom- 
inently displayed  through-out  airports,  rail- 
road stations  and  bus  terminals  placards 
asking  “Is  This  Trip  Necessary?”  The 
question  reflected  the  tremendous  stress  im- 
posed on  the  transportation  facilities  of  this 
country  inducted  by  the  high  national 
metabolic  rate  inherent  in  war  activities. 
Today  a similar  situation  is  present  in 
medical  economics,  particularly  with  regard 
to  voluntary  hospitals  and  the  insurance 
carriers  which  are  inevitably  involved  in 
their  economic  welfare,  Blue  Cross  being 
especially  affected.  These  hospitals  are  often 
dependent  on  financial  aid  from  public 
funds,  whether  state,  municipal  or  chari- 
table. Those  hospitals  which  are  not  medical 
school  or  university  sponsored  find  it  im- 
possible to  make  ends  meet  and  commonly 
operate  at  a deficit. 

In  many  areas  of  the  United  States  Blue 
Cross  Plans  are  raising  rates  to  levels  which 
will  ultimately  nullify  their  effectiveness  in 
providing  inexpensive  coverage  for  hospital- 
ization which  the  public  can  afford.  The 
reasons  for  this  situation  are  both  interest- 
ing and  disturbing.  They  have  been  dis- 
cussed before  by  many  other  people  in  many 
other  areas.  Mentioned  as  responsible  are 
our  own  inflationary  economy  and  the  over- 
use of  medical  facilities  in  bed  occupancy, 

An  Editorial  reprinted  from  the  Journal  of  the  Albert  Einstein 
Medical  Center,  January,  I960. 


diagnostic  procedures,  and  therapeutic 
measures,  particularly  drugs. 

It  is  on  the  diagnostic  procedures  that 
fact  finding  committees  of  the  medical 
staffs  of  voluntary  hospitals  have  placed 
much  of  the  emphasis  for  the  need  for 
curtailment  in  order  to  cut  hospital  costs. 
This  is  particularly  true  in  areas  in  which 
the  hospital  house  staff  is  given  a rather 
free  hand  “under  supervision"  in  order  to 
enrich  their  training.  Of  course  this  re- 
fers primarily  to  the  ward  services  and, 
inevitably,  the  medical  wards. 

Hospital  committees  attempting  to  curb 
over-utilization  of  facilities  commonly  stress 
prominently  in  their  recommendations  the 
need  for  curtailing  the  freedom  of  the  house 
staff  with  regard  to  diagnostic  studies.  Un- 
fortunately, the  solution  is  not  so  simple. 
Such  curtailment  cannot  be  accomplished 
by  decree.  It  requires  careful  training  in 
disciplined  thinking  which,  after  all,  is 
properly  part  of  the  education  of  every 
intern  and  resident.  If  we  of  the  attending 
staff  are  to  teach  such  disciplined  thinking 
we  must  first  become  facile  in  its  practice 
ourselves.  In  a people  who  somehow  feel 
that  if  you  spend  enough  money  medically 
you  will  come  up  with  the  right  answers,  it 
is  easy  to  lose  sight  of  the  costs  involved 
as  one  effortlessly  writes  the  order  for  a 
“liver  profile.” 
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We  must  begin  with  ourselves  first  by 
justifying  our  own  procedures  and  then 
by  demanding  of  the  house  staff  that  they 
justify  theirs,  employing  the  disciplined 
thinking  which  will  develop  clinical  judg- 
ment. The  average  intern  or  resident  will 
commonly  apply  logic  to  his  arguments 
which  would  put  to  shame  Plato’s  “Repub- 
lic” if  they  were  not  so  specious.  It  is  our 
part  not  to  forbid  arbitrarily  but  to  take 
time  and  patience  in  discussion  and  rea- 
soning as  we  strive  for  a degree  of  maturity 
in  these  young  physicians. 

There  should  be  mentioned  in  passing 
the  shadow  of  the  medico-legal  aspects  of 
any  given  case  which,  while  vague  in  the 


minds  of  the  house  staff,  add  some  terror 
to  the  prospect  of  private  practice.  In  this 
connection  the  doctrine  of  the  best  accepted 
procedure  must  be  modified  by  careful 
judgment  by  recognition  of  the  calculated 
risk  and  by  the  courage  to  differ  with  the 
conventional  when  necessary.  Much  of 
our  economic  medical  problem  comes  from 
indifference,  from  lack  of  self-discipline  and 
from  a considerable  degree  of  regimentation. 

Only  by  including  economic  realism  in 
the  training  of  interns  and  residents  can 
we  teach  ourselves  and  the  practicing  phy- 
sicians of  the  immediate  future  how  to  ask 
and  to  answer  the  question  “Is  This  Labo- 
ratory Study  Necessary?” 


AVIATION  MEDICAL  EXAMINERS  IN  DELAWARE 

Physicians  in  Delaware  authorized  to  perform  physical  examinations 
of  airmen  for  the  Administration  of  the  Federal  Aviation  Agency  are  listed 
in  their  manual  as  follows: 

Bridgeville 

Beckert,  Dr.  Rudolph  H.,  Cedar  & Laws  Streets  — 1889-07-1 
Laurel 

Dickey,  Dr.  Robert  L.,  103  Clayton  Avenue  — 1909-07-2 
Wilmington 

Durham,  Dr.  J.  Richard,  623  Delaware  Avenue  ATR  — 117-07-04 

Miller,  Dr.  Herman  S.,  609  Washington  Street  ATR  — 116-07-3 

Walsh,  Dr.  James  P.,  623  Delaware  Avenue  — 4182-07-4 

All  examiners  are  authorized  to  conduct  physical  examinations  for 
Second  Class  and  Third  Class  categories;  “ATR”  denotes  further  authoriza- 
tion to  examine  First  Class  airmen. 

Physicians  in  Delaware  interested  in  obtaining  authorization  to  perform 
this  important  work  in  aviation  and  public  safety  should  make  application  to: 
FAA  Regional  Flight  Surgeon,  N.Y.,  International  Airport,  Jamaica,  Long 
Island,  N.Y. 
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Low  Toxicity  Of 
Lipoic  Acid 


Virus  Cancer 
Study 


New  Regional 
Hospital 


Fund  Established 


New  Officers 


**<*«*•»»»**, 


Lewis  B.  Flinn,  M.D.,  and  C.  Anthony  D’Alonzo,  M.D.,  have  been 
making  a study  of  lipoic  acid,  which  tends  to  lower  the  sugar  level 
in  blood  and  may  have  some  value  as  an  insulin  substitute  or  adjunct 
in  treating  diabetes. 


A grant  of  $16,000  has  been  made  by  the  National  Institutes  of 
Health  to  the  University  of  Delaware  for  research  in  the  etiology  of 
avian  skin  and  muscle  leukosis;  Dr.  M.  S.  Cover,  is  the  investigator. 


Organization  of  the  medical  staff  has  been  started  for  the  new 
Riddle  Memorial  Hospital  in  Media,  Penna.  Construction  of  the 
main  building  will  begin  in  the  spring,  and  the  first  unit  will  provide 
about  145  beds  and  40  bassinets.  Mr.  Marvel  Wilson,  chairman  of 
the  governing  body’s’  Medical  Committee,  has  asked  that  physicians 
from  outside  Delaware  County  who  are  interested  in  hospital  ap- 
pointments, address  their  requests  for  preliminary  information  to  the 
temporary  hospital  offices:  5 West  Front  Street,  Media,  Penna. 


The  Board  of  Regents  of  the  American  College  of  Chest  Physicians 
has  established  a relief  fund  for  Cuban  members  of  the  College  who 
have  been  exiled  temporarily  from  their  country.  The  Board  voted 
to  contribute  $5,000  to  launch  the  fund;  further  contributions  are 
being  solicited.  The  Cuban  Chapter,  founded  in  1940,  has  now 
74  members. 


Joseph  J.  Davolos,  M.D.,  was  installed  as  the  new  president  of  the 
Delaware  Academy  of  General  Practice,  succeeding  Harry  Taylor, 
M.D.;  Marjorie  Conrad,  M.D.,  president-elect;  Drs.  William  D.  Shel- 
lenberger  and  Glenn  M.  Van  Valkenburgh,  vice-presidents;  Frank 
W.  Baker,  M.D.,  secretary;  Mildred  B.  Forman,  M.D.,  treasurer  . . . 
Martin  B.  Pennington,  M.D.,  was  named  Delegate  to  the  American 
Academy  of  General  Practice  and  Frank  Skura,  M.D.,  Alternate  . . . 
Andrew  M.  Gehret,  M.D.,  took  the  office  of  president  of  the  New 
Castle  County  Medical  Society,  succeeding  Allen  D.  King,  M.D.; 
Daniel  J.  Preston,  M.D.,  was  named  president-elect;  Edward  S. 
Parvis,  M.D.,  vice-president;  Harry  J.  Repman,  M.D.,  secretary;  and 
John  W.  Alden,  M.D.,  treasurer  . . . Norman  L.  Cannon,  M.D.,  was 
named  to  the  Board  of  Directors  and  Leonard  P.  Lang,  M.D.,  was 
elected  Councillor  . . . 

Carl  G.  Pierce,  Jr.,  M.D.,  Rehoboth,  was  elected  president  of  the 
Sussex  County  Medical  Society;  Joseph  A.  Elliott,  M.D.,  vice-presi- 
dent and  Robert  F.  Lewis,  M.D.,  Seaford,  secretary  . . . 
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Harry  Taylor,  M.D.  handing  the  presidential  gavel  to  Joseph  J.  Davolos, 
M.D.  at  the  Annual  Meeting  of  the  Delaware  Academy  of  General  Practice, 
on  December  10,  1960.  The  banquet  was  held  in  the  Gold  Ball  Room  of 
the  Hotel  duPont.  Seated  are  Marjorie  E.  Conrad,  M.D.,  president-elect, 
and  Rabbi  Jacob  Kraft  of  Wilmington. 

Drs.  Arthur  J.  Heather,  Alfred  R.  Shands,  Jr.,  Joseph  M.  Barsky, 
Jr.,  Henry  M.  Stroud,  James  A.  Flaherty,  William  Thomas  Hall  and 
Harold  A.  Tarrant  have  been  appointed  to  serve  as  members  of  the 
Medical  Advisory  Committee  for  the  New  Castle  County  Chapter 
of  the  National  Foundation’s  March  of  Dimes  . . . Lemuel  C.  McGee, 
M.D.,  appointed  chairman  of  the  Social  Security  Administration’s 
Medical  Advisory  Committee,  U.S.  Department  of  HEW  . . . Joyce 
Pierson,  M.D.,  conducted  the  December  monthly  session  of  the 
Marshallton  Well-Baby  Clinic  . . . Victor  D.  Washburn,  M.D.,  was 
elected  to  honorary  membership  of  the  Delaware  State  Chamber  of 
Commerce  . . . Albert  Ingram,  Jr.,  M.D.,  is  chairman  of  the  Pro- 
fessional Advisory  Committee  of  the  Mental  Health  Association  . . . 
Richard  W.  Tobin,  M.D.,  gave  an  informative  illustrated  lecture  on 
cancer  to  the  members  of  Women  of  the  Moose,  Seaford  . . . Floyd 
I.  Hudson,  M.D.,  announced  that  the  State  Board  of  Health  has  ap- 
proved a resolution  to  create  a division  of  Dental  Health  for  the 
purpose  of  public  education  in  personal  dental  care  . . . Patricia  Ann 
Crowther,  M.D.,  a Wilmington  psychiatrist  who  has  been  a British 
subject,  became  an  American  citizen  in  the  U.S.  District  Court 
naturalization  ceremony  last  month  . . , 

Dry  white  wine  was  found  to  boost  the  absorption  of  essential  food 
fats  in  patients  in  whom  part  of  the  stomach  had  been  removed  due 
to  ulcers  or  cancer,  according  to  Theodore  L.  Althausen,  M.D.,  Uni- 
versity of  California  Medical  School. 
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OUR  VACATION  ON  A HOUSE  BOAT 


Mrs.  Douglas  Gay 


Last  winter  a clipping  from  a New  York 
paper  sent  to  one  of  our  friends,  extolling 
the  beautiful  Rideau  Canal,  stimulated  our 
interest  in  a vacation  on  a house  boat. 

We  discovered  that  the  Rideau  is  a 123 
mile  waterway  in  Ontario,  connecting  the 
lakes  and  rivers  between  Kingston  and  Ot- 
tawa, by  a series  of  47  locks,  dams  and 
canals.  It  was  built  for  military  purposes 
about  130  years  ago.  But  since  1935  it 
has  been  used  only  by  pleasure  craft.  To 
this  day  the  locks  are  hand  operated.  Along 
the  sides  are  guide  chains,  that  help  to 
keep  the  craft  from  swinging,  while  the  lock 
is  in  operation. 

We  secured  our  fishing  license,  anticipat- 
ing that  this  was  the  time  we  would  really 
catch  some  beautiful  specimens,  as  described 
in  the  folders.  At  the  end  of  our  trip  we 
calculated  that  the  few  small  fish  we  caught, 
cost  us  about  three  dollars  a pound. 

When  we  saw  the  “Hasta  la  Vista”  for 
the  first  time  it  looked  like  a house  trailer 
on  a small  barge,  the  four  tires  hanging 
over  the  sides  as  fenders  added  to  the  illu- 
sion, and  led  some  one  to  ask  if  we  had 
driven  it  over  the  roads.  Thirty-two  feet 
of  boat  was  very  comfortable  for  the  four 
of  us.  She  was  not  fast.  Eight  knots  was 
fast  enough,  and  matched  our  mood  for 
relaxing  on  deck,  and  enjoying  new  vistas 
at  every  turn.  We  could  stock  enough  food 
for  several  days,  but  usually  liked  the  ad- 
venture of  dinner  ashore  in  the  small  vil- 
lages along  the  way. 

We  left  Alexandria  Bay  on  a sunny,  cool 
afternoon.  We  sat  on  deck  pleased  with 


ourselves,  as  we  cruised  the  St.  Lawrence 
tthrough  the  Thousand  Islands.  At  night 
the  full  moon  made  the  channel  markers 
clearly  visible.  We  decided  to  visit  friends 
in  a trailer  camp  at  Sand  Bay,  N.Y.  In 
response  to  our  signal,  a tremendous  bon- 
fire guided  us  to  the  mooring  where  we 
spent  the  night,  after  a brief  visit  ashore. 
A house  boat  was  an  oddity,  and  we  held 
open  house  for  our  friends  and  their  neigh- 
bors. At  noon  we  were  on  our  way,  and 
cleared  Canadian  Customs.  Our  first  lock 
was  at  Kingston  Mills,  four  in  flight,  lift 
44  ft.  This  was  the  first  of  many  locks  we 
would  navigate.  After  dinner  on  board  the 
second  night  a terrific  rain  and  windstorm 
arose,  the  anchor  dragged,  and  we  were 
washed  onto  the  rocks.  The  dinghy  was 
lowered,  the  anchor  pulled  up,  and  we 
kedged  into  deeper  water.  The  rest  of  the 
night  was  one  of  watching,  to  see  if  the 
anchor  would  hold.  After  this  experience 
we  docked  at  marinas,  or  public  docks  along 
the  canal. 

We  liked  to  get  up  early,  and  retire  early. 
The  day  varied  according  to  our  choice, 
fishing,  exploring  the  shore,  sun  bathing, 
or  swimming.  The  lakes  or  canals  inspired 
us  as  to  the  program.  The  scenery  forever 
changing,  a lake  spiked  with  tree  stumps, 
a narrow  channel  abundant  with  marsh 
weeds,  loosestrife,  and  pond  lillies.  We 
were  delighted  to  see  pileated  woodpeckers, 
and  a few  loons.  It  is  more  fun  if  one  does 
not  set  a rigid  schedule.  If  a location  is 
pleasing,  just  stop  an  extra  day  for  loaf- 
ing, swimming,  or  just  shopping.  The 
Rideau  cruise  means  a restful,  smooth 
water  voyage.  We  recommend  it,  as  it  is 
a tranquilizer  in  itself. 
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PROCEEDINGS  OF  THE 


HOUSE  OF  DELEGATES* 

MEDICAL  SOCIETY  OF  DELAWARE 


(Victor  D.  Washburn,  M.D.  had  just  presented 
his  report  of  the  Delaware  Joint  Council  to  Im- 
prove the  Health  Care  of  the  Aged.) 

President  Marvil:  Thank  you.  Dr.  Washburn. 
I am  sure  that  we  all  realize  how  important  this 
matter  is  that  Dr.  Washburn  has  spoken  to  us 
about,  also  that  we  must  realize  what  an  enor- 
mous amount  of  work  Dr.  Washburn  has  done  and 
how  good  a job  he  has  accomplished.  I think  in 
the  motion  of  acceptance  that  we  should  include 
a vote  of  thanks  to  Dr.  Washburn. 

The  motion  was  made,  seconded  and  carried 
with  a round  of  applause. 

President  Marvil:  We  will  now  have  six 

Liaison  reports. 

Liaison  with  Welfare  Council  of  Delaware 

Last  year  Dr.  Shands  appointed  me  as  repre- 
sentative of  the  society  to  the  Welfare  Council  of 
Delaware.  After  carefully  reading  the  newsletters 
sent  from  the  main  office  and  making  inquiries 
about  the  council,  it  became  obvious  that  this  or- 
ganization had  great  potential  for  promoting  good 
health  policies  in  the  state.  Their  success  in  or- 
ganizing for  the  successful  push  for  fluoridization 
of  the  water  of  Wilmington  is  an  example  of  this. 
However,  I could  not  find  that  there  was  any  phy- 
sician on  the  Board  of  Directors,  at  the  policy- 
making level.  Therefore,  both  by  discrete  inquiry 
and  a little  pressure  it  is  now  possible  to  report 
that  we  have  two  outstanding  members  of  the  med- 
ical profession  on  the  Board  of  Directors,  Dr.  A.  J. 
Fleming  and  Dr.  L.  B.  Flinn. 

I hope  that  this  will  be  a good  arrangement  for 

"•'Continued  from  December,  I960  issue. 

‘:‘The  complete  report  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  in  the  Medical  Society  office  and  is  available  to 
members  for  reference. 


the  future.  As  can  be  seen  from  the  accompanying 
new  set  of  by-laws  established  this  year  by  the 
council,  your  representative  next  year  should  be  a 
member  of  the  council. 

Respectfully  submitted, 
Robert  W.  Frelick,  M.D. 

The  report  was  accepted. 

Liaison  with  Delaware  Division, 
American  Cancer  Society 

J 

I would  like  to  present  to  you  for  presentation 
to  the  Delaware  Medical  Society  at  their  annual 
meeting  in  1960,  the  following  report  of  the  activi- 
ties of  the  American  Cancer  Society  since  my  last 
report  in  1959. 

CA  Bulletin  of  Cancer  Progress  subscriptions 
were  sent  to  all  physicians,  osteopaths  and  schools 
of  nursing.  Cancer  News  was  also  sent  to  all 
physicians  and  osteopaths.  The  publication  Can- 
cer was  sent  to  all  hospital  libraries  and  the 
Delaware  Academy  of  Medicine.  Special  issues  of 
Post  Graduate  Medicine  on  the  evaluation  of 
early  diagnosis  of  cancer  were  sent  to  all 
hospital  libraries.  Cancer  Source  Books  for  Nurses 
were  sent  to  all  Schools  of  Nursing  and  to  the 
School  of  Practical  Nurses  at  the  Brown  Voca- 
tional School.  The  Delaware  Academy  of  Medicine 
received  publications  and  periodicals  in  the 
amount  of  $162.95. 

There  were  27  film  and  kinescope  showings  for 
student  nurses,  practical  nursing  students  and  lab 
students.  There  has  been  set  up  for  the  4 hospitals 
in  Wilmington,  a program  of  one  kinescope  per 
month  sent  from  the  National  office  and  left  in 
Wilmington  to  be  rotated  through  the  four  hospi- 
tals for  use  of  their  staffs.  This  program  was 
started  March  1,  1960  and  will  continue  until  Sep- 
tember 30,  1961. 
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The  Delaware  Division  presented  100  cytologic 
slides  to  the  Wilmington  General,  Delaware  and 
Memorial  Hospitals. 

Cancer  displays  were  set  up  at  the  Memorial, 
Kent  General  and  Delaware  hospitals.  Displays 
and  literature  were  also  set  up  at  the  Academy 
of  Medicine  for  the  radio  lecture  course. 

The  Delaware  Division  also  gave  one  scholarship 
in  Oncologic  nursing  at  the  Memorial  Hospital  in 
New  York  City. 

In  the  field  of  Public  Information  there  were  25 
film  programs  with  physician  speakers,  one 
program  being  given  in  Polish.  These  25  programs 
were  given  for  various  clubs  and  organizations.  In 
the  various  schools  there  were  178  film  showings 
and  there  were  distributed,  17  filmstrip  kits  on 
“Challenge  to  Youth  " and  on  the  “ Teen-age 
Smoking ” program.  (It  is  the  desire  of  the 
Cancer  society  to  have  before  the  end  of  the 
year,  a film  strip  kit  and  literature  on  smoking 
in  every  Junior  and  Senior  High  School  in 
Delaware.)  25,208  leaflets  and  171  posters  were 
also  distributed  to  all  schools. 

In  the  field  of  Business  and  Industry,  19  Union 
Headquarters  distributed  14,795  pieces  of  litera- 
ture and  poster  displays.  In  addition,  literature 
was  sent  to  plants  already  having  programs.  The 
program  at  the  National  Vulcanized  Fibre  Com- 
pany was  outstanding.  9 physicians  made  19  talks 
and  the  film  “MAN  ALIVE”  was  shown  19  times. 
The  fibre  company  also  distributed  6,950  pieces  of 
literature  through  its  five  plants. 

The  theaters  also  cooperated  — 8 theatres  in 
Wilmington,  2 in  Kent  and  5 in  Sussex  showed 
Cancer  films  along  with  the  regular  feature.  In 
Rehoboth  there  was  one  open  showing  to  240  wom- 
en. The  State  Board  of  Health  reported  showing 
Cancer  films  30  times.  There  were  exhibits  and 
displays  at  the  Delaware  State  Educators  Asso- 
ciation Meeting;  at  the  2 State  PTA  Congresses, 
and  at  Delaware  State  College.  During  the  cru- 
sade there  were  25  displays  in  Department  Stores 
and  a booth  was  maintained  at  the  Kent-Sussex 
Fair  for  one  week  in  July. 

There  were  established  at  the  University  of  Del- 
aware, 3 scholarships  in  biologic  sciences,  and 
financial  support  was  given  to  the  Science  Fair. 

As  regards  the  Professional  Service,  the  Kent 
County  Unit  contributes  toward  the  cancer  regis- 
try at  the  Milford  Memorial  Hospital,  and  the 
Sussex  County  Unit  contributes  toward  the  Can- 
cer registry  at  the  Beebe  Hospital.  The  Cancer 
Control  Registry  of  the  New  Castle  County  Unit 
has  9,461  smears  on  record  since  February  1,  1959. 
The  State  Board  of  Health  has  registered  not  any 
to  date.  In  this  program  of  registration  there  are 
68  physicians  from  New  Castle  County,  11  from 
Kent  and  17  from  Sussex,  in  all,  96  physicians  who 
are  collaborating. 

The  Division  has  also  donated  towards  the  pur- 
chase of  a Therapeutic  Circulator  for  the  Curative 
Workshop. 

Finally  the  patient  service  of  the  Delaware  Divi- 
sion of  the  American  Cancer  Society  assisted  230 
patients  of  which  149  were  new  applications  for 
this  service.  Drugs  were  supplied  to  88  patients 
and  24  patients  were  aided  with  their  hospital 
bills.  In  addition  to  the  above,  the  Division  distri- 
buted 35,454  dressings,  1,447  bed  pads  and  106  bed 


gowns.  Transportation  and  equipment  were  also 
available  for  those  that  needed  it. 

Respectfully  submitted, 

Oscar  N. Stern,  M.D. 

Liaison  with  Delaware  Chapter, 
American  Heart  Association 

Herewith  is  the  report  in  regard  to  Heart  Dis- 
ease in  the  State  of  Delaware. 

Research 

$30,000  was  channeled  directly  into  6 research 
projects.  Four  of  these  involved  Delaware  scient- 
ists. These  reports  by  Drs.  Reinhardt,  Richardson, 
Kirby  and  Heather,  are  available  on  request  to  the 
Delaware  Chapter,  American  Heart  Association. 

An  additional  $16,213.41  was  channeled  into  re- 
search through  the  American  Heart  Association. 

Professional  Programs 

Dr.  Myron  Prinzmetal,  eminent  authority  on 
Cardiac  Arythmias,  addressed  the  New  Castle 
County  Medical  Society  as  the  second  annual 
David  Flett  duPont  Memorial  Lecturer. 

The  Academy  of  Medicine  was  again  authorized 
to  purchase  whatever  books,  journals  or  periodicals 
that  they  felt  were  needed  to  complete  the  cardiac 
library. 

Residencies  in  Cardiology  were  offered  in  two 
hospitals  in  the  State. 

The  teaching  aspects  inherent  in  the  special 
clinics,  supervised  by  Dr.  Harry  F.  Zinsser,  were 
made  available  at  2 hospital  locations. 

A referral  point  for  service  patients  with  cardiac 
abnormalities  was  provided  at  3 hospitals  in  the 
State. 

Six  Rheumatic  Fever  Clinics  to  supply  prophy- 
lactic medication  for  Rheumatic  Fever  service  pa- 
tients were  maintained. 

Films  showing  the  latest  scientific  advantages, 
latex  heart  models  and  recorded  lectures  with 
slides,  were  offered  the  medical  profession. 

Literature  on  specific  ailments  affecting  the 
heart  and  circulatory  system  was  provided  for  pa- 
tients and  physicians. 

Modern  Concepts  and  The  Heart  Bulletin  wu*c 
supplied  free  to  doctors  and  medical  students  who 
requested  them. 

Public  Education 

Films,  speakers  and  literature  were  provided  at 
more  than  45  meetings  of  groups  and  organiza- 
tions. 

More  than  10,000  pieces  of  literature  were  dis- 
tributed to  the  public  concerning  various  heart 
and  circulator)'  ailments  and  the  latest  informa- 
tion available  on  them. 

Service 

The  Cardiac  Job  Evaluation  Unit  was  main- 
tained to  assist  in  returning  cardiacs  to  employ- 
ment. 

A camp  was  held  for  cardiac  children  between 
the  ages  of  8 and  14  who  could  not  otherwise  af- 
ford or  attend  summer  camp. 

Approximately  100  individuals  were  provided 
with  preventative  medication  through  our  six 
Rheumatic  Fever  Clinics. 
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More  than  160  patients  were  offered  the  services 
of  a cardiac  specialist  through  our  three  general 
cardiac  clinics. 

Eighteen  Delaware  citizens  were  provided  with 
vital  diagnostic  or  surgical  visits  at  the  hospital  of 
the  University  of  Pennsylvania. 

Wheelchairs  and  oxygen  equipment  were  pro- 
vided for  recuperating  patients. 

Blood  donors  were  recruited  and  the  drawings 
arranged  for  six  needy  patients  about  to  undergo 
open  heart  surgery. 

We  provided  transportation  to  and  from  hos- 
pitals for  needy  patients. 

Respectfully  submitted, 

E.  M.  Krieger,  M.D. 

Liaison  with  Mental  Health  Activities 

The  fiscal  year  1959-60  includes  parts  of  two 
important  periods  in  mental  health.  The  year 
1959  marked  the  fiftieth  anniversary  of  the  Na- 
tional Committee  for  Mental  Hygiene  and  the 
ninth  anniversary  of  the  National  Association  for 
Mental  Health,  which  developed  from  the  earlier 
committee.  By  proclamation  of  the  President  of 
the  United  States,  1960  was  designated  “Mental 
Health  Year.”  Mental  Health  activities  in  Dela- 
ware during  1959-60  have  been  numerous  and 
varied.  They  have  helped  to  increase  the  aware- 
ness of  the  public  regarding  the  problems  of  men- 
tal illness  and  emotional  disturbance  and  to  elicit 
interest  in  preventing  the  conditions  as  well  as  in 
relieving  them.  Individuals  and  agencies  have  con- 
tributed significantly  to  the  progress  made  in  men- 
tal health  in  the  State. 

The  election  of  a Delawarean,  Mrs.  A.  Felix  du- 
Pont,  Jr.,  to  the  presidency  of  the  National  Men- 
tal Health  Association  is  an  honor  for  Delaware. 
It  is  also  a tribute  to  Mental  Health,  both  locally 
and  nationally.  She  was  elected  to  the  presidency 
in  November,  1959,  at  the  Ninth  Annual  Meeting 
of  the  National  Mental  Health  Association  in 
Philadelphia,  Pennsylvania.  She  had  been  a mem- 
ber of  the  Board  of  Directors  of  the  National  or- 
ganization for  the  past  seven  years.  In  1952  she 
was  president  of  the  Mental  Health  Association  of 
Delaware.  During  her  term  of  office,  the  Delaware 
Association  conducted  a state  wide  membership 
drive.  It  also  formed  units  to  extend  public  educa- 
tion on  mental  hygiene.  Medical  advisory  and 
legislative  committees  of  the  Mental  Health  Asso- 
ciation were  organized  while  she  was  president.  As 
was  mentioned  in  Gilbert  Millstein’s  article  pub- 
lished in  the  May,  1960,  issue  of  Good  Housekeep- 
ing under  the  title  “A  Lady  duPont  Rolls  Up  Her 
Sleeves,”  Mrs.  duPont  began  her  career  in  mental 
health  as  a volunteer  in  occupational  therapy  at 
the  Delaware  State  Hospital  a number  of  years 
ago.  The  article  included  pictures  of  the  Occupa- 
tional Therapy  Shop  in  which  she  served. 

A number  of  activities  have  been  organized  dur- 
ing the  year  to  strengthen  the  general  understand- 
ing of  the  various  facets  of  mental  health  and  men- 
tal illness,  emotional  disturbance,  and  mental  re- 
tardation. The  Mental  Health  Association  of  Del- 
aware held  a Discussion  Leaders  Training  course 
in  Wilmington,  Delaware,  on  November  13  and  14, 
1959,  to  train  leaders  for  groups  with  similar  in- 
terests. These  leaders  were  used,  to  some  extent, 
in  the  education  program  of  the  Mental  Health 
Association. 


The  Catholic  Diocese  of  Wilmington,  the  Council 
of  Churches  of  Wilmington  and  New  Castle  Coun- 
ty, the  Rabbinical  Association  of  Delaware,  and 
the  Mental  Health  Association  of  Delaware  co- 
sponsored “Mental  Health  and  Mental  Illness  — 
An  Institute  for  Clergy.”  At  each  of  the  seven 
consecutive  weekly  sessions  a well  qualified  psy- 
chiatrist discussed  a pertinent  topic. 

A six  weeks  training  seminar  was  sponsored  by 
the  Mental  Health  Association  for  social  workers 
of  The  Child  Welfare  Department  of  Public  Wel- 
fare. The  seminar  was  designed  to  assist  this  group 
of  employees  to  meet  the  demands  of  their  work 
more  effectively,  particularly  in  rgard  to  the  place- 
ment of  children  in  foster  homes. 

During  the  year  several  civic  groups  have  dem- 
onstrated their  interest  in  the  Mental  Health  needs 
of  children.  Several  prominent  child  therapists 
have  been  presented  to  speak  on  appropriate  topics 
in  this  area  of  concern. 

A sub-committee  of  the  State  Department  of 
Public  Instruction  Advisory  Council  for  Excep- 
tional Children  sponsored  an  intensive  two  weeks 
workshop  at  the  University  of  Delaware  under  the 
direction  of  a qualified  psychiatrist. 

Delaware  State  Hospital  presented  for  the  pro- 
fessional staffs  of  the  three  state-supported  psy- 
chiatric institutions  and  physicians  of  the  vicinity 
three  outstanding  medical  lecturers.  In  October, 
George  B.  Kolle,  M.D.,  of  the  Graduate  School  of 
Medicine  of  the  University  of  Pennsylvania,  dis- 
cussed “The  Pharmacology  of  the  Tranquilizing 
and  Antidepressant  Drugs.”  Barbara  Fish,  M.D., 
of  the  Children’s  Service  of  Bellevue  Psychiatric 
Hospital,  spoke  on  “Childhood  Schizophrenia,”  in 
March.  In  April,  Manfred  G.  Guttmacher,  M.D., 
the  Chief  Medical  Officer  for  the  courts  in  Balti- 
more, Maryland,  discussed  “The  Clinical  Examin- 
ation and  Evaluation  of  Criminals.” 

The  booklet,  Mental  Illness : A Guide  for  the 
Family,  has  been  distributed  by  the  Mental  Health 
Association  of  Delaware  through  the  psychiatric 
hospitals.  Many  favorite  reactions  to  the  booklet 
have  been  reported  from  members  of  the  families 
of  hospitalized  mentally  ill  persons. 

Mental  Health  Week  was  observed  in  Delaware 
May  1-7,  1960.  A highlight  of  the  week’s  activities 
were  the  Annual  Meeting  and  Luncheon,  which 
approximately  four  hundred  persons  attended. 
Henry  C.  Schumacher,  M.D.,  spoke  on  the  topic 
“When  Children  Face  Emotional  Crisis  — Are 
Delaware’s  Services  Adequate.” 

Several  conferences  during  1959-60  involved  pro- 
fessional personnel  from  the  State  as  leaders  of 
study  groups  or  as  participants.  On  September  30, 
October  1 and  2,  1959,  representatives  from  the 
ten  northeastern  states  attended  the  North  East 
State  Governments  Conference  on  Mental  Health, 
held  in  Wilmington,  with  Delaware  as  the  host 
state.  Approximately  120  mental  health  and  Legis- 
lative personnel  participted  in  the  sessions.  The 
Chairman  of  the  North  East  State  Governments 
Conference  on  Mental  Health  at  that  time  was 
your  mental  health  liaison.  His  Excellency,  J. 
Caleb  Boggs,  Governor  of  Delaware,  and  various 
legislators  were  present  at  the  annual  dinner,  at 
which  Senator  James  Snowden  was  the  toastmas- 
ter, and  the  Honorable  Pierre  S.  duPont,  III,  was 
the  speaker  of  the  evening.  Mr.  duPont’s  address 
was  entitled.  Mental  Health  — A Community 
Challenge. 
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Eight  Delaware  delegates  including  the  State 
Psychiatrist  and  Superintendent  of  the  Delaware 
Mental  Institutions,  participated  in  the  Spring 
Meeting  of  the  North  East  State  Governments 
Conference  on  Mental  Health,  held  at  Stowe,  Ver- 
mont, on  May  25,  26,  27,  1960. 

On  September  30,  1959,  the  Delaware  League  for 
Nursing  Workshop  was  held  at  the  Delaware 
State  Hospital.  This  was  the  largest  workshop  for 
the  Delaware  nurses  to  date,  120  being  registered 
and  participating. 

Several  members  of  the  staffs  of  the  mental  in- 
stitutions of  the  State  served  in  key  positions  in 
the  study  groups  of  the  Delaware  White  House 
Conference  Committee  preparatory  to  the  Golden 
Anniversary  White  House  Conference  On  Children 
and  Youth  in  March,  1960.  The  State  Psychiatrist 
and  Superintendent  co-chaired  Study  Group  III. 
His  administrative  assistant  co-chaired  Study 
Group  I.  These  chairmen  and  the  Clinical  Director 
of  the  Mental  Hygiene  Clinics  were  delegates 
from  the  State  to  the  1960  White  House  Confer- 
ence. 

The  sub-committees  of  the  study  group  on  the 
characteristics  and  needs  of  children  and  youth 
were  chaired  by  the  Clinical  Director  of  the  Men- 
tal Hygiene  Clinics  and  the  Medical  Directors  of 
the  Governor  Bacon  Health  Center  and  the  Hos- 
pital for  the  Mentally  Retarded.  These  officers,  a 
number  of  other  physicians,  other  lay  and  profes- 
sional persons  were  members  of  the  study  com- 
mittee and  sub-committees  dealing  with  the  Mental 
Health  needs  of  children  and  youth.  A number  of 
them  attended  the  two  Delaware  White  House 
Conferences  and  the  State  follow-up  meeting. 

Of  increasing  concern  to  professional  personnel 
and  private  citizens  as  well  are  the  problems  as- 
sociated with  aging  inasmuch  as  science  and  medi- 
cine have  helped  to  lengthen  the  life  span  while 
other  facets  of  the  culture  have  been  slow  to 
develop  the  techniques  for  dealing  adequately  with 
the  rapidly  expanding  group  of  citizens  in  the  pop- 
ulation. 

Of  great  significance  to  the  citizens  of  Delaware 
is  the  Candee  Building,  the  new  modernly  equip- 
ped 100  bed  facility,  opened  during  the  fiscal  year 
at  the  State  Welfare  Home  and  Hospital  for  the 
Chronically  111.  It  is  dedicated  to  the  memory  of 
the  Reverend  Charles  L.  Candee  and  is  adminis- 
tered by  a well  qualified  superintendent,  C.  J. 
Prickett,  M.D.,  a life-member  of  the  Medical  So- 
ciety of  Delaware.  This  beautifully  appointed 
building  makes  available  for  the  care  and  treat- 
ment of  the  aged  and  chronically  ill  in  this  State, 
many  of  the  newest  techniques  and  procedures  of 
Gerontology. 

A pre-conference  session  on  the  problems  of 
aging  in  Delaware  was  sponsored  by  the  Division 
of  Aging  of  the  State  Board  of  Trustees  of  the 
State  Welfare  Home  and  the  Division  of  Adult 
Education  of  the  State  Department  of  Public  In- 
struction and  held  at  the  recently  dedicated  Can- 
dee Biulding  in  May.  Attention  was  given  to  the 
mental  and  physical  health  needs  of  the  upper  age 
group  as  well  as  to  other  vital  concerns. 

At  the  invitation  of  His  Excellency,  J.  Caleb 
Boggs,  Governor  of  Delaware,  a state-wide  Con- 
ference on  Aging  convened  at  the  Candee  Building 
on  June  14  and  15,  1960.  Group  II  of  the  concur- 
rent discussion  groups  was  on  Health,  Medical 
Care  and  Rehabilitation.  Your  mental  health  liai- 


son was  chairman  of  this  group. 

The  Welfare  Council  of  Delaware  and  The 
Mental  Health  Association  of  Delaware  assumed 
joint  responsibility  for  a study  of  services  to  emo- 
tionally disturbed  children  in  the  State.  The  chair- 
manship of  the  central  committee  of  this  study  is 
shared  by  Mrs.  A.  Felix  duPont,  Jr.,  and  Mr.  Hal 
Haskell.  The  preliminary  findings  in  the  study 
were  reported  briefly  bv  the  speaker  of  the  Mental 
Health  Association  Annual  Luncheon. 

The  Board  of  Education  for  Wilmington  this 
year  began  a Three- Year  Experimental  Project  on 
Schools  In  Changing  Neighborhoods.  A series  of 
four  meetings  was  held  to  explore  the  problems  of 
community  leadership  in  changing  communities 
and  to  develop  more  effective  educational  pro- 
grams for  the  children  in  these  areas.  At  one  ses- 
sion boys  and  girls  of  the  neighborhoods  included 
in  the  Project  participated  in  the  discussion,  eval- 
uating the  strengths  and  weaknesses  of  their  com- 
munities according  to  their  points  of  view. 

During  1959-60  there  have  been  several  signifi- 
cant improvements  in  the  care  and  treatment  of 
the  emotionally  disturbed,  the  mentally  ill,  and  the 
mentally  retarded.  The  psychiatric  staff  of  the 
Mental  Hygiene  Clinics  has  been  expanded.  In 
July  1959,  a psychiatrist  assumed  responsibility  for 
the  psychiatric  services  offered  in  the  Mental  Hy- 
giene Clinics  of  Kent  and  Sussex  Counties.  In 
January,  1960,  an  additional  psychiatrist  joined 
the  staff  of  the  New  Castle  County  Mental  Hy- 
giene Clinic.  During  the  fiscal  year  1959-60  a total 
of  1,460  patients  received  service  in  the  daytime 
Mental  Hygiene  Clinics  of  the  State.  Of  this  num- 
ber, 737  were  new  cases,  and  184  were  cases  which 
were  reopened  after  having  been  closed  previously. 

The  Mental  Hygiene  Evening  Clinics  at  Farn- 
hurst,  Stockley,  and  Governor  Bacon  Health  Cen- 
ter, gave  service  to  70  adults  (45  at  Farnhurst,  7 
at  Stockley,  18  at  the  Health  Center).  Of  the 
cases  treated  at  Farnhurst  23  were  new  cases,  2 
were  reopened  and  20  were  continued  from  the 
previous  year.  All  7 of  the  Stockley  cases  were 
new.  Seven  of  the  adults  receiving  outpatient  ser- 
vice at  the  Health  Center  were  new  cases.  One  was 
a reopened  case.  In  addition  to  the  adults,  30  chil- 
dren were  treated  in  the  outpatient  clinic  of  the 
Governor  Bacon  Health  Center,  29  of  whom  were 
new  cases  and  one  reopened  case.  Of  the  new 
cases  in  the  Health  Center  outpatient  service,  23 
patients  under  18  years  of  age  and  3 adults  had 
been  in  residential  treatment  previously  at  the 
Health  Center. 

The  Clinical  Director  of  the  Mental  Hygiene 
Clinics  gave  psychiatric  service  four  hours  a week 
to  children  referred  to  the  Division  of  Child  De- 
velopment and  Guidance  of  the  Board  of  Educa- 
tion for  the  Wilmington  Public  Schools. 

The  Prisoners  Aid  Society  of  Delaware  in  1959- 
60  instituted  a therapy  program  for  released 
prisoners  to  help  them  adjust  to  society.  The 
Clinical  Director  and  the  Chief  Psychologist  of  the 
Mental  Hygiene  Clinics  are  members  of  the  ther- 
apy staff  in  this  program.  A psychiatric  social 
worker  of  the  staff  of  the  Veterans  Administration 
Hospital  at  Elsmere,  Delaware,  is  the  third  mem- 
ber of  the  therapy  team. 

The  Governor  Bacon  Health  Center  continues 
to  administer  to  various  types  of  patients  with 
mental  health  needs.  Chief  among  the  services  at 
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the  Health  Center  is  the  unit  for  maladjusted  chil- 
dren. In  1959-60,  62  children  (49male,  13  female) 
were  admitted  for  the  first  time  to  any  psychiatric 
hospital.  Nine  children  (5  male,  4 female)  were 
readmitted  during  the  year.  One  child,  a girl,  was 
transferred  from  another  psychiatric  hospital 
within  the  state  system. 

Although  the  law  creating  the  Governor  Bacon 
Health  Center  had  defined  as  one  of  the  objectives 
to  treat  pre- psychotic  and  psychotic  children, 
prior  to  the  fiscal  year  1959-60,  it  had  been  neces- 
sary to  limit  the  treatment  of  pre-psychotic  and 
psychotic  children  to  those  who  did  not  need  in- 
tensive therapy  and  maximum  security.  On 
November  9,  1959,  a psychiatric  unit  for  boys  was 
opened  at  the  Health  Center.  This  unit,  consisting 
of  two  individual  rooms,  one  room  with  three  beds, 
a ward  with  five  beds,  a dayroom  area,  and  bath 
facilities  provides  intensive  treatment  for  ten  chil- 
dren. A psychiatric  unit  for  girls  was  opened  on 
February  2,  1960.  The  girls’  unit  consists  of  a 
large  ward  of  four  beds,  two  single  rooms,  and 
day  room.  Bath  facilities  are  adjacent. 

These  two  units  have  24  hour  attendant  service 
(three  8 hour  shifts).  An  intensive  program  is  in 
operation  for  the  acutely  disturbed,  pre-psychotic, 
or  psychotic  children  in  the  units.  From  the  open- 
ing date  of  each  unit  to  the  end  of  fiscal  year  49 
children  (33  boys,  11  girls)  have  been  treated  in 
this  special  facility. 

At  the  Delaware  State  Hospital  the  opening  of 
the  Willard  Springer,  Jr.,  Building  on  March  23, 
1960,  with  the  transfer  of  22  female  patients  to  the 
Acute  Section,  added  to  the  facilities  of  the  Hospi- 
tal a modernly  equipped  building  for  the  care  and 
treatment  of  acutely  and  subacutely  ill  patients 
as  well  as  convalescent  patients.  The  building  pro- 
vides accommodations  for  175  patients,  both  male 
and  female,  in  rooms  with  one,  two,  and  four  beds. 
A well  equipped  gymnasium,  workshops,  and 
rooms  for  occupational  therapy,  beautifully  decor- 
ated lounges  and  recreation  rooms,  areas  for  out- 
door activities,  a dining  room  in  which  meals  are 
served  to  patients  of  both  sexes  at  the  same  time, 
diagnostic  and  therapeutic  facilities  including  an 
electroencephalographic  suite,  small  units  for  in- 
sulin and  electro-convulsive  treatment,  and  a den- 
tal clinic  make  possible  intensive  psychiatric  and 
social  treatments  of  all  kinds.  The  male  section 
was  opened  on  May  3,  1960,  with  the  transfer  of 
29  patients  to  the  Acute  Section  for  males.  As  of 
June  8,  1960,  144  patients  were  being  treated  in 
the  Springer  Building,  59  male,  85  female.  Of  this 
number  88  (34  male  54  female)  were  in  the  Acute 
Unit  and  56  (25  male,  31  female)  in  the  Convales- 
cent Unit. 

On  April  23,  1960,  in  an  appropriate  ceremony, 
this  building  was  dedicated  to  the  memory  of  Wil- 
lard Springer,  Jr.,  who  had  been  a member  of  the 
State  Board  of  Trustees  for  22  years,  serving  as 
President  of  the  Board  for  nearly  twelve  years,  his 
presidency  terminating  with  his  sudden  death  in 
February,  1956.  The  guest  speaker  for  the  occasion 
was  Walter  E.  Barton,  M.D.,  Superintendent  of 
the  Boston  State  Hospital,  the  President-Elect 
of  the  American  Psychiatric  Association.  During 
the  dedicatory  exercises,  the  President  of  the 
Mental  Health  Association  of  Delaware,  presented 
the  1960  Psychiatric  Achievement  Awards  of  the 
National  Mental  Health  Association  to  Mrs.  Jean 
Kowalik  of  the  Delaware  State  Hospital  and  Mrs. 
Katherine  Harding  of  the  Governor  Bacon  Health 
Center. 


In  accord  with  the  philosophy  of  returning  to 
the  community  as  soon  as  possible,  patients  who 
have  benefited  from  intensive  treatment  of  various 
kinds,  the  Drug  Therapy — Home  Care  Program  at 
the  Delaware  State  Hospital  has  continued  to  be  a 
vital  force.  During  1959-60,  226  patients  left  the 
Hospital  under  this  program.  Of  this  number,  114 
remained  under  Home  Care  treatment  at  the  end 
of  the  year. 

Significant  in  the  intensive  treatment  program 
have  been  the  social  therapy  activities  including 
the  art,  music,  recreation,  occupational,  and  indus- 
trial therapy  programs  designed  to  administer  to 
the  development  of  the  individual  patients.  The  in- 
creasing number  of  open  wards  in  the  Hospital  is 
undoubtedly  another  contributing  factor.  To  date 
there  are  nine  patient  areas  with  the  so-called 
open-door  policy,  including  the  entire  Observation 
Clinic. 

Improvements  to  the  physical  plant  and  pro- 
gram of  the  Hospital  for  the  Mentally  Retarded 
continued  during  the  fiscal  year  1959-60.  The  Ad- 
ministration Building  was  completely  remodeled. 
Further  remodeling  and  redecorating  of  the  former 
Medical  Center,  now  designated  the  Educational 
Building,  made  available  improved  facilities  for 
some  phases  of  the  social  therapy  program  and 
offices  for  the  Chaplain,  the  Psychological  Division, 
the  Day  Care  Centers,  and  the  Assistant  to  the 
Dietitian.  A new  laundry  building  was  completed 
and  put  into  operation  with  equipment  salvaged 
and  renovated  from  the  old  laundry  and  several 
pieces  of  new  equipment.  All  of  the  cottages  for 
the  patients  received  some  renovation  and  redec- 
oration to  render  them  better  homes  for  residential 
care.  The  Hospital  for  the  Mentally  Retarded  re- 
ceived $4,000.00  from  the  1960  Wilmington  Flower 
Market  to  provide  a music  system  for  the  Dr  M. 
A.  Tarumianz  Medical  Center  and/or  some  of  the 
cottages. 

In  June,  1956,  the  plans  and  allocation  of  funds 
were  approved  by  the  Federal  Government  to  pro- 
vide matching  funds  under  the  Hill-Burton  Act 
for  a rehabilitation  center  at  the  Hospital  for  the 
Mentally  Retarded.  This  center  will  include  such 
services  as  physical  therapy,  hydro-therapy,  occu- 
pational therapy,  speech  therapy,  psychotherapy, 
vocational  counseling,  social  services,  home  eco- 
nomics training  and  vocational  training.  It  will 
also  contain  a gymnasium  and  auditorium.  It  is 
intended  that  this  center  will  serve  not  only  resi- 
dent patients  but  out-patient  mentally  retarded 
and  physically  handicapped  persons  from  all  the 
Delmarva  Peninsula,  including  Delaware,  part  of 
Maryland,  and  part  of  Virginia. 

The  Delaware  Association  For  Retarded  Chil- 
dren allocated  the  first  $10,000.00  from  the  1960 
All  Star  Football  Game  for  this  Rehabilitation 
Center.  A private  donor  contributed  $20,000.00  to 
construct  an  outdoor  swimming  pool  for  the  Re- 
habilitation Center.  The  Center  will  also  include 
the  wading  pool  already  constructed  with  funds 
contributed  by  the  Beta  Sigma  Phi  Sorority. 

The  Delaware  Association  For  Retarded  Chil- 
dren has  been  rated  as  leading  “all  the  states  in 
comprehensive  services  to  retarded  children  and 
their  families.’’  During  1959-60  it  maintained  a 
Day  Camp  in  which  71  boys  and  girls  participated. 
For  three  weeks  in  August,  1960,  the  Association 
operated  a supervised  playground  for  retarded 
children.  The  weekly  recreation  program  sponsored 
by  the  DARC  at  the  Wlmington  YWCA  to  provide 
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activities  for  mentally  retarded  young  women  has 
been  so  successful  that  plans  were  made  in  the 
spring  to  sponsor  such  a program  for  mentally 
retarded  young  men  in  the  fall  of  1960-61. 

In  addition  to  these  programs  the  DARC  gave 
support  to  other  worthwhile  projects  for  the  men- 
tally retarded  in  the  State. 

The  Daytime  Care  Centers  Program  for  the 
Severely  Retarded  continued  to  expand.  On  Aug- 
ust 10,  1959,  a fifth  center  was  established  at 
Stockley,  Delaware,  with  six  children  and  one 
training  aide.  At  the  close  of  the  fiscal  year  the 
program  comprised  five  centers  with  a total  en- 
rollment of  71  children  cared  for  in  thirteen  units, 
each  under  the  direction  of  a training  aide.  A total 
of  81  children  received  service  during  the  year. 
Nine  were  discharged;  one  expired.  Three  of  those 
discharged  were  admitted  into  residential  care  at 
The  Hospital  for  the  Mentally  Retarded. 

A survey  was  made  by  the  Supervisor  of  the 
Day  Care  Centers  Program  to  determine  the  num- 
ber of  mentally  retarded  persons  in  the  State  20 
years  of  age  and  older  for  whom  services  are  de- 
sired but  are  lacking.  Plans  are  in  progress  to 
care  for  this  group. 

The  U.  S.  Office  of  Vocational  Rehabilitation  in 
Wilmington  has  contributed  immeasurably  to  pa- 
tients treated  in  the  three  psychiatric  institutions. 
At  the  Delaware  State  Hospital  119  patients  were 
referred  to  the  training  program  while  still  in  the 
Hospital.  Of  this  number  92  received  pre-discharge 
training.  At  the  Hospital  for  the  Mentally  Re- 
tarded, 128  patients  received  vocational  training 
in  eighteen  vocational  centers  under  the  Social 
Therapy  Program. 

The  Opportunity  Center,  Inc.,  established  in 
Wilmington,  Delaware,  in  1959  through  private 
funds,  trained  a number  of  mentally  and/or  phy- 
sically handicapped  persons.  At  present  approxi- 
mately 100  are  in  training.  Several  have  been  able 
to  undertake  jobs  on  regular  basis  in  some  local 
industries. 

The  Research  Program  at  the  Delaware  State 
Hospital  continued  during  1959-60  to  contribute  to 
the  welfare  of  the  patients  and  to  scientific  knowl- 
edge. In  March,  1960,  the  Exchange  Research 
Physician  prepared  his  first  report  on  patients’ 
psychomotoric  responses  to  various  neuroleptic 
compounds.  The  National  Institute  of  Health  re- 
newed the  grant  of  $25,000.00  to  make  possible  the 
continuation  of  the  research  project:  Clinical  Ex- 
ploration of  New  Psychotropic  Drugs.  The  Re- 
search study  of  the  Clinical  and  Sociological  Im- 
plications of  Schizophrenia  is  continuing  with 
Hospital  funds. 

On  January  21,  1960,  Senate  Bill  321  was 
passed  by  the  Senate,  eliminating  the  mandatory 
retirement  age  for  State  Psychiatrist.  The  House 
of  Representatives  passed  the  bill  on  February  16, 
1960,  and  it  was  signed  into  law  by  the  Governor 
on  February  26,  1960. 

On  May  8,  1960,  the  American  Psychiatric  As- 
sociation presented  a citation  to  your  liaison  in 
mental  health  for  twelve  years  of  uninterrupted 
service  as  Chairman  of  the  Central  Inspection 
Board. 

Your  liaison  officer  was  elected  President  of  the 
National  Association  of  State  Mental  Health  Pro- 
gram Directors  for  1960-61.  He  was  also  reap- 


pointed Chairman  of  the  Committee  on  Ethics  of 
the  American  Psychiatric  Association. 

On  June  16,  1960,  a bronze  bust  of  the  State 
Psychiatrist  and  Superintendent  was  unveiled  at 
the  Mental  Hygiene  Clinic  in  Stockley.  The  bust 
was  presented  by  friends  of  the  subject  and  of 
mental  health. 

During  the  fiscal  year  the  various  psychiatric 
facilities  in  the  State  have  been  inspected  by  dis- 
tinguished national  and  international  visitors. 
Among  them  were  the  Governor  of  Ohio  and  his 
Staff,  the  Superintendent  of  Sterkfontein  Mental 
Hospital  in  Johannesberg,  South  Africa,  and  his 
wife  — also  a psychiatrist,  and  a physician  of  St. 
Bernard's  Hospital  in  London.  A visitor  to  the 
Daytime  Care  Centers  hopes  to  model  after  Ihe 
Delaware  Centers,  such  a program  for  her  city  in 
Turkey. 

The  fiscal  year  1959-60  has  indeed  been  a strate- 
gic and  successful  year  for  mental  health  activities 
in  Delaware.  These  are  unmet  needs,  however.  The 
assistance  of  physicians  and  the  lay  public  as  well 
is  necessary  to  interpret  to  the  Legislature  the 
needs  of  the  mental  institutions  and  agencies  so 
that  financial  funds  sufficient  at  least  to  maintain 
the  present  program  will  be  made  available.  The 
lack  of  psychiatrists  and  other  professional  person- 
nel vital  to  a dynamic  preventive  and  treatment 
program  is  a constant  handicap  in  trying  to  meet 
the  mental  health  needs  of  the  Delaware  citizens. 

Respectfully  submitted, 

M.  A.  Tarumianz,  M.  D. 

The  report  was  accepted. 

Liaison  with  the  Delaware  Tuberculosis 
and  Health  Society 

Statistics  obtained  from  the  Statistical  Depart- 
ment of  the  Delaware  State  Board  of  Health  indi- 
cate that  up  to  October  1,  I960  there  has  been  a 
marked  increase  in  new  tuberculosis  cases  diag- 
nosed in  comparison  with  the  same  period  in  1959. 
In  1960-127  cases:  in  1959-117  cases.  This  is  an 
increase  of  Sl/2% ■ At  last  count  572  residents  were 
receiving  treatment  in  the  hospital  or  at  home. 

The  mobile  unit  teams  of  the  Society  and  the 
State  Board  of  Health  continue  to  lead  the  attack 
on  tuberculosis.  Approximately  70,000  PFX  x- 
rays  are  taken  each  year  by  the  mobile  units.  So- 
ciety and  hospital  units.  In  addition  larger  films 
are  taken  at  our  Society  Building. 

The  second  annual  endowed  lecture  on  some 
phase  of  RespiratoryDiseases,  jointly  sponsored  bv 
the  Delaware  Academy  of  Medicine  and  the  Del- 
aware Tuberculosis  and  Health  Society,  will  be 
held  at  the  Academy  of  Medicine  Building  on 
November  29,  1960.  The  speaker  will  be  Richard 
H.  Overholt,  M.D.,  noted  chest  surgeon  in  Boston, 
Mass.  Dr.  Overholt’s  subject  will  be  “Bronchio- 
genic  Carcinoma”. 

During  the  year  the  Society’s  name  was  changed 
to  the  Delaware  Tuberculosis  and  Health  Society. 
It  is  felt  this  name  includes  the  expansion  of  the 
Society  s program  into  other  respiratory  diseases. 

The  recent  Arden  House  report  of  the  National 
Tuberculosis  Association  advocates  the  speeding 
up  of  the  tuberculosis  program  to  eradicate  tuber- 
culosis. The  Society’s  activities  include  case  find- 
ing, nursing  care  in  cooperation  with  the  Wifrning- 
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ton  Visiting  Nurse  Association;  rehabilitation; 
nurse’s  scholarships  at  the  University  of  Delaware; 
hospital  student  nurse  program  at  the  Emily  P. 
Bissell  Hospital;  research  in  pulmonary  function 
clinic  sarcoidosis,  and  tuberculin  testing. 

Respectfully  submitted, 

Gerald  A.  Beatty,  M.D.,  President 

Liason  with  the  State  Board  of  Vocational 
Rehabilitation 

During  the  course  of  the  past  year  no  problems 
have  arisen  which  have  involved  the  State  Medical 
Society  with  the  vocational  rehabilitation  program 
of  the  state.  Many  physicians  throughout  the  state 
have  worked  with  this  service  and  a report  of  it’s 
activities  will  be  of  interest  to  our  Medical  Society. 

During  the  fiscal  year  ending  June  30,  1960,  504 
persons  were  rehabilitated  in  the  state,  this  being 
the  highest  total  for  any  year  to  date.  In  addition 
968  additional  individuals  were  in  the  process  of 
receiving  some  service  or  being  investigated  con- 
cerning their  eligibilty  for  rehabilitation.  Of  these 
504  disabled  persons,  92  were  unemployed  at  the 
time  of  referral.  The  average  wage  before  rehabil- 
itation was  $2.53  per  week,  and  after,  $43.49  per 
week.  The  earning  potential  of  this  group  there- 
fore in  the  course  of  1 year  would  amount  to  more 
than  $1,000,000. 

Seventy-eight  of  the  rehabilitated  persons  were 
welfare  cases,  who  with  their  dependents  totaled 
222  individuals.  The  state  thus  has  been  spared 
the  necessity  of  supporting  these  cases  with  a sav- 
ings of  approximately  $64,000. 

Orthopedic  cases  constituted  19%  of  those  reha- 
bilitated, tuberculosis  16%  and  mental  illness 
15%.  It  should  be  of  interest  to  us  that  38%  of 
these  individuals  were  30  years  of  age  or  under. 
Approximately  30%  of  the  referrals  were  made  by 
Delaware  physicians. 

On  the  basis  of  the  number  of  rehabilitations 
per  100,000  population,  Delaware  ranked  fourth 
this  past  year.  The  committee  feels  that  the  state 
rehabilitation  program,  under  the  direction  of  Mr. 
John  King  should  be  commended  for  the  high 
standards  and  the  interest  they  have  shown  in  re- 
habilitating our  needy  citizens  in  the  state.  Addi- 
tional funds  will  have  to  be  forthcoming  in  the 
succeeding  years  from  the  State  Legislature  if  we 
wish  to  match  the  funds  coming  from  the  Federal 
Government  which  must  be  on  a 50-50  basis. 

Respectfully  submitted, 

S.  Ward  Casscells,  M.D. 

The  report  was  accepted. 

President  Marvil:  We  are  now  ready  for  Un- 
finished Business.  Is  there  any  unfinished  business 
to  come  before  the  House  of  Delegates? 

(There  was  no  response.) 

President  Marvil;  Next  we  have  the  Election 
of  Officers,  and  that  will  begin  by  a report  of  the 
Nominating  Committee  Chairman,  Dr.  Alden. 

Report  of  the  Nominating  Committee 

At  a meeting  held  at  Kent  General  Hospital  on 
Thursday  August  11,  1960,  the  following  nominees 
for  offices  of  the  Medical  Society  of  Delaware  were 
selected  for  the  year  1961-1962: 


Vice  President  G.  A.  Beatty 

Secretary  Joseph  W.  Abbiss 

Treasurer  Charles  Levy 

Representative  to  the  Delaware  Academy 

of  Medicine  Victor  D.  Washburn 

Standing  Committees 

Committee  on  the  Budget 

Charles  Levy,  Chairman  (ex  officio) 
Richard  W.  Comegys 
Robert  F.  Lewis 
J.  Stites  McDaniel 
Charles  Walker,  Jr. 

Committee  on  Medical  Education 

G.  Barret  Heckler,  Chairman 
Laurence  L.  Fitchett 
Leonard  P.  Lang 

Committee  on  Public  Laws 
W.  O.  LaMotte,  Jr.  Chairman 
James  Beebe,  Jr. 

J.  Leland  Fox 
Joseph  S.  McDaniel 
Eugene  R.  McNinch 

Program  Committee 

James  T.  Metzger,  Chairman 
Lawrence  Katzenstein 
John  C.  Rawlins 

Committee  on  Publications 

A.  Henry  Clagett,  Jr.,  Chairman 
Joseph  W.  Abbiss  (ex  officio) 

M.  A.  Tarumianz 

Committee  on  Nominations 
James  B.  Homan,  Chairman 
Frank  A.  Jones 
Robert  R.  Layton 

State  Board  of  Medical  Examiners 
W.  Morris  Pierson 
Robert  R.  Layton 
Arnold  H.  Williams 
Hewitt  W.  Smith 
Gerald  A.  Beatty 
Edmund  G.  Laird 
James  E.  Marvil 
Lewis  B.  Flinn 
Franklin  R.  Everett 
Oliver  A.  James 

Board  Members  of  Group 

Hospital  Service  Inc. 

William  B.  Cooper 
Conley  L.  Edwards 
John  A.  Krieger 
Charles  Levy 

H.  Thomas  McGuire 
Edwin  A.  Mekanik 

TO:  The  Council  of  the  Medical  Society  of  Del- 

aware 

From:  The  Committee  on  Nominations 

Subject:  Distinguished  Service  Award. 

1.  On  July  8,  1960  Mr.  Morris  polled  the  mem- 
bership of  the  Society  for  nominations  for  the  an- 
nual Distinguished  Service  Award.  The  results  of 
the  poll  are  as  follows: 


Gerald  A Beatty  1 vote 

Emil  R.  Mayerberg  2 votes 

Lewis  B.  Flinn  5 votes 

Lawrence  J.  Jones 1 vote 

Charles  E.  Wagner  4 votes 
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Victor  D.  Washburn  4 votes 

Henry  V.  P.  Wilson  1 vote 

Alfred  R.  Shands,  Jr 2 votes 

Joseph  B.  Waples,  Jr 2 votes 

Clarence  J.  Prickett  1 vote 

I.  J.  MacCollum  1 vote 

M.  A.  Tarumianz  2 votes 

Willard  F.  Preston  1 vote 

George  W.  K.  Forrest  1 vote 


2.  The  Committee  submits  the  following  names 
for  your  consideration: 

Joseph  B.  Waples,  Jr. 

Charles  E.  Wagner 

Victor  D.  Washburn 

We  feel  that  all  three  are  deserving  of  the  award. 
Dr.  Waples  name  heads  the  list  because  his  state 
of  health  is  such  that  he  may  be  unable  to  accept 
the  award  at  a later  time. 

Respectfully  submitted, 

John  W.  Alden,  Jr.,  Chairman 

James  B.  Homan 

Frank  A.  Jones 

G.  M.  Van  Valkenburgh 

President  Marvil:  Are  there  any  nominations 
from  the  floor  for  any  of  these  offices? 

(There  was  no  response.) 

A motion  was  made  seconded  and  carried  to  ac- 
cept the  report  of  the  Nominating  Committee. 

President  Marvil:  The  next  order  of  business 
will  be  New  Business.  First  will  be  resolutions. 

Resolution  I 

The  Medical  Society  of  Delaware  approves  the 
existence  of  the  Virus  Laboratory  of  Delaware  and 
approves  the  increase  in  diagnostic  facilities  rep- 
resented by  it  and  encourages  its  use  by  the  phy- 
sicians of  Delaware. 

The  resolution  was  adopted. 

Resolution  II 

RESOLVED  that  the  House  of  Delegates 
directs  the  Committee  on  Medical  Economics  and 
the  staff  to  work  with  Group  Hospital  Service, 
Incorporated,  to  write  a group  Blue  Cross-Blue 
Shield  policy  for  the  members  of  this  Society. 

President  Marvil:  Is  there  any  discussion 

about  this  matter?  As  I understand  it,  the  mem- 
bers who  are  already  in  other  groups  would  not 
be  eligible.  If  you  want  it,  you  can  take  it.  If  you 
don’t  want  it,  you  don’t  have  to.  If  you  take  it 
there  will  be  a savings  of  approximately  20  per 
cent. 

A motion  was  made,  seconded  and  carried  to 
adopt  the  resolution. 

President  Marvil:  Do  we  have  any  other  reso- 
lutions to  come  before  the  House  of  Delegates? 

Mr.  Morris:  The  following  resolution  was  in- 
troduced by  Dr.  Clagett  and  concerns  regulation 
of  ambulances. 

Resolution  III 

Regulation  of  Ambulances 

WHEREAS,  a joint  committee  of  the  American 
College  of  Surgeons,  the  American  Association  for 


the  Surgery  of  Trauma  and  the  National  Safety 
Council  has  found  that.  “Speed  is  seldom,  if  ever, 
a factor  in  the  preservation  of  life,"  and  that  “The 
excessive  speed  of  ambulances  has  been  shown  to 
result  in  more  traffic  deaths  than  lives  saved”,  and 

WHEREAS,  recent  experience  in  Delaware  in- 
volving disregard  by  ambulances  of  traffic  regula- 
tions has  resulted  in  injuries  and  death  and  has 
tended  generally  to  confirm  the  conclusions  cited 
above,  and 

WHEREAS,  it  seems  fully  possible  that  continued 
disregard  by  ambulances  of  normal  traffic  regula- 
tions may  result  in  further  injury  and  death,  and 

WHEREAS,  it  is  the  opinion  of  the  members  of 
this  Society,  as  physicians,  that  the  time  gained  by 
disregard  by  ambulances  for  traffic  regulations  is 
not  balanced  by  the  advantages,  if  any,  of  the  time 
so  saved,  therefore  be  it 

RESOLVED,  That  the  Society  favors  a continu- 
ing program  of  education  for  ambulance  attend- 
ants in  conditions  involving  bleedings,  anoxia,  etc., 
for  which  adequate  first-aid  treatment  can  be 
given  en  route  by  a well-trained  layman,  and  he  it 
further 

RESOLVED,  That  the  Society  favors  revision  in 
the  traffic  code  of  Delaware  to  regulate  ambulances 
on  the  same  basis  as  other  vehicles  are  regulated. 

The  resolution  was  adopted. 

Resolution  IV 

BE  IT  RESOLVED  that  the  House  of  Dele- 
gates look  with  understanding  and  sympathy  upon 
the  problems  of  the  nursing  profession  in  relation 
to  their  work  in  doctors’  offices  and  instructs  the 
President  to  appoint  a committee  to  study  the 
problems  brought  up  by  this  resolution  and  work 
out  something  of  mutual  understanding  and  bene- 
fit to  both  groups. 

The  resolution  was  adopted. 

President  Marvil:  Our  next  subject  is  In 
Memoriam.  At  this  time  the  House  rises  for  a 
moment  of  silence  for  physicians  who  have  died 
since  the  last  meeting.  These  are: 

Olin  S.  Allen,  M.D. 

Charles  H.  Benning,  M.D. 

Dorsey  W.  Lewis,  M.D. 

Vincent  Maguire,  M.D. 

Emil  R.  Mayerberg,M.D. 

Meredith  I.  Samuel,  M.D. 

Robert  H.  Duenner,  M.D. 

(The  group  then  stood  in  a moment  of  silence.) 

President  Marvil:  Next  will  be  the  selection  of 
a meeting  place  for  1961.  The  by-laws  specify  New 
Castle  County  unless  the  House  decides  otherwise. 
If  there  is  no  objection,  New  Castle  County  will 
have  the  next  meeting  in  1961. 

Is  there  any  other  business  to  come  before  the 
House? 

(There  was  no  response.) 

President  Marvil:  I now  declare  the  House  of 
Delegates  adjourned. 

(At  9:15  o’clock  p.m.,  the  Meeting  of  the  House 
of  Delegates  was  adjourned.) 
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patient 
unhappily 
overweight? 


minimize  care  and  eliminate  despair  with 

99- 


brand  Methamphetamine  Hydrochloride 

Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent. Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

'Douglas,  H.  S.:  West.  J.  Surg.  59:238  (May)  1951. 
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Beckman  — Pharmacology 

The  Nature,  Action  and  Use  of  Drugs 

New  (2nd)  Edition!  The  physician  in  practice 
who  wants  completely  up-to-date  coverage  of  drug 
therapy  will  find  this  volume  tailor-made  to  his 
needs.  It  represents  a thorough,  sweeping  revision 
of  a popular  textbook.  The  latest  advances  in  phar- 
macology — tranquilizers,  antibiotics,  chlorothiazide 
analogues,  etc.  — have  been  skillfully  incorporated  to 
fully  update  the  successful  format  of  the  first  edi- 
tion. Drugs  are  classified  in  logical  physiologic  units 
by  their  action  on  the  body  rather  than  their  effect 
on  disease.  You’ll  find  drugs  that  stimulate  or  de- 
press Muscle— drugs  relating  to  Blood  — drugs 
affecting  the  Central  Nervous  System  — drugs  affect- 
ing Vision.  This  revision  is  based  on  suggestions 
from  authorities  the  world  over.  Almost  every  page 
evidences  significant  changes  and  additions. 

By  Harry  Beckman,  M.D.,  Chairman.  Departments  of  Pharmacol- 
ogy, Marquette  University  Schools  of  Medicine  and  Dentistry;  Con- 
sulting Physician,  Milwaukee  County  General  Hospital  and  Columbia 
Hospital;  Editor,  Year  Book  of  Drug  Therapy.  About  815  pages, 
7"xl0",  with  about  150  illustrations.  About  $16.50. 

New  (2nd)  Edition  — Just  Ready! 

Edwards— An  Atlas  of 
Acquired  Diseases  of  the 
Heart  and  Great  Vessels 

New!  Any  physician  who  is  at  any  time  concerned 
with  heart  disease  will  find  this  3-volume  atlas  in- 
valuable. It  represents  the  most  complete  and  mean- 
ingful presentation  ever  issued  of  structural  changes 
involved  in  acquired  heart  disease.  It  clearly  sets 
forth  the  manner  in  which  these  morphologic  alter- 
ations influence  function.  For  each  disorder,  Dr. 
Edwards  discusses  first  the  anatomy  of  the  part  or 
region  involved.  He  then  covers  both  major  and  less 
common  lesions  — aided  by  brilliantly  clear  illustra- 
tions of  gross  anatomy  and  histologic  changes.  For 
major  disease  entities  he  pictures  the  anatomical 
representation  of  functional  derangements;  carefully 
describes  differential  diagnosis,  clinical  features,  and 
complications. 

Volume  I.  Diseases  of  the  Valves  and  Pericardium 
Volume  II.  Coronary  Artery  Disease  and  Hypertension 
Volume  III.  The  Great  Vessels 

By  JESSE  E.  Edwards,  M.D.,  Consultant,  Section  of  Pathologic 
Anatomy,  Mayo  Clinic,  and  Professor  of  Pathology,  Mayo  Founda- 
tion, Graduate  School,  University  of  Minnesota.  Rochester.  3 vol- 
umes, totaling  about  1450  pages,  8"xllV4",  with  2335  illustrations. 
About  $65.00.  New  — Ready  in  March! 
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Here  are  the  surest,  most  effective  treatments 
known  to  medical  science  today  for  every  dis- 
ease you  are  likely  to  encounter.  New  and  im- 
portant changes  in  treatment  for  hundreds  of 
disease  are  detailed  — diseases  you  may  well  be 
called  on  to  treat  within  the  year.  Each  is  writ- 
ten specifically  for  1961  Current  Therapy  by  an 
authority  who  is  using  it  today. 

This  volume  represents  an  extensive  revision. 
Over  80%  of  the  articles  are  changed  in  a sig- 
nificant manner.  New  subjects  include:  cardiac 
arrest;  the  chronic  leukemias;  pseudomembran- 
ous enterocolitis;  varicosities  in  pregnancy;  and 
poison  control  centers  in  U.S.  and  Canada. 

Among  the  248  completely  rewritten  articles  are: 
The  Common  Cold  — Diphtheria  — Mumps  - Polio- 
myelitis-Rheumatic Fever  — Congestive  Heart 
Failure  — Hypertension  — Acute  Myocardial  Infarc- 
tion-Regional Enteritis— Tumors  of  the  Stomach 
— Diabetes  Mellitus  in  Adults  — Allergy  in  Chil- 
dren—Occupational  Dermatoses  — Cerebral  Vascu- 
lar Accidents  — Subacromial  Bursitis  — Bleeding  in 
Late  Pregnancy  and  Early  Puerperium. 

By  314  American  Authorities  Selected  by  a Special 
Board  of  Consultants.  Edited  by  Howard  E.  Conn.  M.D. 
About  842  pages,  SW'xll".  $12.50.  New  — Just  Ready! 


!*  Order  from  W.  B.  SAUNDERS  COMPANY  Philadelphia  5 

Please  send  me  the  following  books  and  charge  my  account: 

□ Beckman's  Pharmacology,  about  $16.50 

□ Edwards’  Acquired  Diseases  of  the  Heart  and  Great  Vessels,  about  $65.00 

□ 1961  Current  Therapy,  $12.50 
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It  is  always  an  honor  when  a member  of  our  Society  has  an  article  published 
in  a national  medical  journal  such  as  Surgery.  Dr.  John  J.  Jones  of  Wilming- 
ton, father  of  Dr.  Lawrence  J.  Jones  operated  upon  a small  child  in  1889. 
In  September,  1960,  49  years  after  the  death  of  the  patient  and  30  years  after 
Dr.  Jones’  death,  this  article,  of  which  a fascimile  of  the  first  manuscript  page 
appears  above,  was  published  in  Surgery,  which  stated  with  other  remarks: 

Without  benefits  of  radiographs,  antibiotics,  or  transfusions,  but 
with  the  physician’s  fine  regard  for  sound  physiologic  principles, 
successful  regeneration  of  the  femur  occurred,  as  shown  by  the 
autopsy  specimen  recovered  22  years  after  the  operation  when  the 

patient  died  by  drowning. 
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SYSTEMIC  LUPUS  ERYTHEMATOSUS 


Complicated  by 

Avascular  Necrosis  of  the  Hip  Medical  and 


Herbert  M.  Baganz,  M.D.* 
Walter  L.  Bailey,  M.D.** 


Systemic  lupus  erythematosus  is  a con- 
nective tissue  disorder  with  many  manifes- 
tations and  a variable  course.  The  disease, 
with  the  present  diagnostic  and  therapeu- 
tic measures,  is  more  likely  now  than  pre- 
viously to  be  a chronic  disease,  and  new 
manifestations  are  appearing.  Avascular 
necrosis  of  the  femoral  head  is  a new  mani- 
festation, having  not  been  observed  in  the 
many  large  series  of  cases  reported  prior 
to  that  of  DuBois  and  Cozen1  both  of  whom 
reported  eleven  patients  as  showing  avas- 
cular changes  in  the  femoral  head  in  a 
series  of  four  hundred  cases  of  systemic 
lupus  erythematosus.  Avascular  necrosis 
does  not  appear  to  be  associated  with  ster- 
oid therapy,  but  is  a late  manifestation  of 
the  vascular  changes  accompanying  this 
disease. 

A Case  Report 

A forty-year-old  white  woman  was  seen  in 

* Associate,  Department  of  Medicine,  Delaware  Hospital, 
:1:::Chief,  Department  of  Orthopedic  Surgery,  Delaware  Hospital. 


January,  1955  complaining  of  sore  throat, 
fever,  and  a skin  rash  of  two  weeks’  dura- 
tion. These  symptoms  had  been  preceded 
by  increased  nervousness  and  arthralgia 
since  the  previous  spring.  The  clinical 
findings  suggested  an  early  rheumatoid 
arthritis  that  improved  with  the  use  of 
salicylates.  The  sore  throat  and  malaise 
were  originally  thought  to  represent  an 
upper  respiratory  infection,  and  penicillin 
was  administered.  The  patient  became 
acutely  ill  with  the  appearance  of  a rosa- 
ceous type  rash  on  the  face,  daily  tempera- 
ture spikes  to  104.6  degrees,  and  a profuse 
bloody  nasal  discharge  marked  by  oral  ul- 
cerations associated  with  a coliform  bacillus 
on  throat  culture.  She  was  admitted  to 
Delaware  Hospital  and  received  upon  ad- 
mission 40  units  of  CN.CTH  by  slow  intra- 
venous drip,  cortisone — 75  mgms. — orally 
every  six  hours,  and  tetracycline.  Rapid 
clinical  improvement  followed.  Medication 
was  decreased  to  hydrocortisone,  40  mgm. 
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Figure  I 


• Avascular  necrosis  of  the  femoral  head  is 
occurring  with  the  increased  frequency  and 
duration  of  systemic  lupus  erythematosis.  Pros- 
thetic replacement  of  the  hip  is  an  effective 
treatment. 


orally  every  eight  hours  on  the  twenty- 
fourth  hospital  day,  and  prednisone  (Meti- 
corten),  10  mgms.  every  eight  hours  on 
the  thirty-fourth  hospital  day.  A produc- 
tive cough  and  fever  developed  at  the  end 
of  the  first  month.  X-ray  examination  re- 
vealed a pneumonitis  involving  the  right 
upper  lobe  of  the  lung.  Sputum  culture 
showed  a growth  of  B.  pyocyaneus.  One 
week’s  therapy  with  polymyxin  B was  ef- 
fective in  reversing  the  pathology.  A 
pericardial  friction  was  heard  during  most 
of  the  initial  illness. 

The  blood  count  initially  was  1,900  white 
blood  cells  per  cu,  mm.  with  64%  seg- 
mented polys,  2%  bands,  and  34%  lympho- 
cytes; hemoglobin  was  11.7  grams  % and 
red  blood  cells  3,900,600  per  cu.  mm.  Other 
laboratory  data  were:  platelets  (venous) 
43,000  per  cu.  mm.;  serology:  VDRL  re- 
active; Kolmer  anticomplimentary;  Kahn 
nonreactive;  fibrile  agglutinins  negative; 
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many  L.E.  cells  on  L.E.  preparation;  urine: 
cloudy;  specific  gravity  1.012;  albumin,  a 
trace;  sugar  negative;  0-2  red  blood  cells 
and  3-5  white  blood  cells  per  high-power 
field  and  occasionally  finely  granular  casts; 
total  serum  protein  6.5  grams  % with  2.4 
grams  % albumin  and  4.1  grams  % globu- 
lin; blood  urea  nitrogen  17  mgms.  %; 
spinal  fluid  2 cells  per  cu.  mm.;  19.5  mgms. 
% protein,  negative  Wasserman,  and  a 
flat  colloidal  gold  curve;  electrocardiogram 
with  a sinus  tachycardia  and  a slight  ST-T 
segment  and  T.  wave  abnormalities;  and 
bone  marrow  inadequate  for  evaluation. 

Two  months  following  admission  she  was 
discharged  on  a maintenance  therapy.  It 
was  necessary  to  readmit  her  two  months 
later  because  of  an  acute  exacerbation  of 
the  disease  with  fever,  cough,  arthralgia, 
and  pericarditis.  Urinalysis  revealed  2 + 
to  34  albumin  with  50-60  red  blood  cells 
and  6-8  white  blood  cells  per  high-power 
field  and  a few  granular  casts.  The  blood 
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Figure  II 


urea  nitrogen  rose  from  33  mgms.  % to 
75  mgms.  %.  Marked  anemia  developed 
as  well  as  cardiac  failure.  Steroid  therapy 
was  increased  requiring  finally  a maximum 
dosage  of  80  units  of  ACTH  and  40  mgms. 
of  prednisone  per  day.  She  was  discharged 
on  a maintenance  dose  of  ACTHar-Gel,  10 
units  per  day,  and  prednisone,  5 mgms. 
twice  a day. 

Anemia  requiring  blood  transfusions  con- 
tinued during  the  next  three  years.  The 
anemia  also  improved  with  a D.  and  C.  in 
1958  and  a hysterectomy  in  1959.  In 
spite  of  a continued  4+  albuminuria  and 
hypertension,  the  blood  urea  nitrogen  re- 
turned to  normal  at  13  mgms.  % by  Oc- 
tober 1956.  In  September  1959  she  de- 
veloped disability  in  the  left  hip  region. 
Despite  salicylates,  restricted  weight  bear- 
ing, and  increased  steriod  therapy,  her 
complaints  increased  in  severity.  X-ray 
examination  (fig.  1-2)  revealed  a moder- 
ately far  advanced  avascular  necrotic  pro- 
cess involving  the  left  hip  joint. 

A prosthetic  replacement  of  the  femoral 
head  was  suggested,  the  patient  having 
previously  survived  major  surgery  without 
difficulty.  On  July  17,  1960,  nine  months 
after  the  onset  of  her  hip  joint  difficulty, 
the  femoral  head  and  a portion  of  the  fem- 
oral neck  were  excised  and  replaced  by  a 
Fred  Thompson- type  prosthesis  (fig.  3). 

Gross  findings  at  operation  revealed  that 
the  cartilaginous  cap  of  the  femoral  head 


Figure  III 


was  practically  detached  from  the  femoral 
head  itself,  and  a circular  defect  noted  in 
the  acetabulum  filled  by  a granulation- 
type  tissue. 

Postoperatively  her  course  was  unevent- 
ful and  soft  tissue  healing  was  excellent. 
Microscopic  sections  reviewed  by  the  De- 
partment of  Pathology  were  reported  as 
being  compatible  with  an  ischemic  necrosis 
of  the  head  of  the  femur. 

She  was  discharged  from  the  hospital  on 
August  8,  1960,  ambulatory  on  crutches 
with  partial  weight  bearing  and  minimal 
discomfort.  Her  activities  have  increased 
as  has  her  weight  hearing,  and  when  last  ex- 
amined in  November,  1960,  she  had  an 
excellent  and  painless  range  of  motion  in 
her  left  hip  joint. 

Preoperatively  this  patient  received  50 
mgms.  of  hydrocortisone  intravenously  and 
postoperatively  the  same.  The  day  follow- 
ing operation  30  mgms.  of  prednisone  were 
given,  and  thereafter  she  was  returned  to 
her  maintenance  dose  of  20mgms.  of  pred- 
nisone daily.  Following  discharge  she  has 
been  kept  comfortable  by  the  use  of  Em- 
pirin®  and  Calurin®  occasionally,  and  has 
continued  with  prednisone  on  a mainten- 
ance dose  of  15  mgms.  per  day,  and  Pla- 
quenil®  200  mgms.  per  day. 

Discussion 

Collagen  tissue  is  composed  of  collagen 
fibrils  and  a ground  substance  which  serves 
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as  the  binding  framework  in  the  synovial 
and  serous  membranes,  the  endocardium, 
and  the  walls  of  the  blood  vessels.  The 
term  “collagen  disease”  was  coined  by 
Klemperer2  in  1942  and  includes  systemic 
lupus  erythematosus  (S.L.E.).  He  de- 
scribed the  basic  change  occuring  in  the 
intracellular  components  of  connective 
tissue  as  “fibrinoid  degeneration.” 

The  blood  vessels  are  prominently  in- 
volved in  S.L.E.,  especially  the  smaller 
arteries  and  arterioles.3  There  is  a wide- 
spread vasculitis  with  pathologic  changes 
in  the  connective  tissue  occuring  as  either 
necrosis  or  fibrinoid  degeneration  with  cel- 
lular proliferation  and  infiltration  and  tis- 
sue sclerosis  if  the  injury  is  less  intense. 
Collagen  degeneration  may  lead  to  con- 
spicuous alterations  in  the  walls  and  lumens 
of  blood  vessels.4 

Lowman5  examined  synovial  tissues  path- 
ologically in  five  patients  with  S.L.E  coming 
to  autopsy  and  noted  the  vascular  changes 
were  identical  with  the  pattern  of  reaction 
seen  elsewhere.  Cruickshank'1  in  a review 
of  the  pathology  of  the  joint  and  tendon 
lesions  in  S.L.E.  found  that  the  deposition 
of  fibrin-like  material  on  the  surface  of 
synovial  tissues  was  associated  with  a loss 
of  synovial  cells  and  absence  of  rheumatoid 
granulomas  and  differentiated  this  disease 
from  rheumatoid  arthritis.  He  did  not 
note  avascular  necrosis. 

The  discovery  of  the  lupus  erythematosus 
(L.E.)  cell  by  Hargraves7  in  1948  follow- 
ed the  dramatic  therapeutic  effects  brought 
about  by  the  adreno-cortical  steroid  ther- 
apy has  altered  our  concept  of  S.L.E.  in 
recent  years.  The  disease  is  being  diag- 
nosed more  frequently,  and  patients  are 
living  longer  with  the  condition.  DuBois8 
has  placed  the  incidence  as  one-half  that 
of  acute  rheumatic  fever  at  the  Los  Angeles 
County  General  Hospital.  In  Delaware 
Hospital  in  the  past  four  years  there  have 
been  twenty-seven  cases  of  S.L.E.  and  sixty- 
three  cases  of  acute  rheumatic  fever. 

As  mentioned  previously,  avascular  ne- 
crosis of  the  femoral  head  is  becoming 


more  of  a problem  with  the  increased 
longevity  afforded  by  more  effective  ther- 
apy. Avascular  necrosis  of  the  femoral 
head  occurs  secondary  to  a number  of 
conditions,  and  is  thought  to  be  the  result 
of  interference  with  circulation  to  the  head 
of  the  femur.  It  is  most  commonly  seen 
following  fractures  of  the  femoral  neck 
even  when  successful  union  occurs.9 

In  the  surgical  management  of  this  in- 
dividual, stabilization  procedures,  such  as 
hip  fusion  with  its  attendant  prolonged 
postoperative  immobilization,  were  obvi- 
ously contra-indicated.  A series  of  forty- 
eight  patients10  in  whom  a prosthetic  re- 
placement of  the  femoral  head  for  avascular 
necrosis  of  the  hip  was  used  have  had  uni- 
formly satisfactory  results,  particularly  in 
the  relief  of  pain.  Hence,  its  selection  in 
this  case. 

Summary 

A case  of  systemic  lupus  erythematosus 
with  extensive  multiple  system  involvement 
after  five  years  of  illness  including  avascular 
necrosis  of  the  femoral  head  has  been  pre- 
sented. It  is  speculated  that  this  necrosis 
is  due  to  the  dyscollagenosis  and  vasculi- 
tis of  the  terminal  blood  vessels  to  the 
femoral  head  and  is  most  likely  the  conse- 
quence of  the  disease  and  not  the  therapy. 
Prosthetic  replacement  of  the  diseased 
femoral  head  is  recommended  as  one 
method  of  treatment  for  this  particular 
complication  of  systemic  lupus  erythema- 
tosus. 
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GASTRO-INTESTINAL  DUPLICATION 


CASE  REPORT  OF  FATAL  COMPLICATION  IN  A CHILD 


Marvin  Shuster,  M.D.* 
William  H.  Duncan,  M.D.* 


Duplications  of  the  gastro-intestinal 
tract  are  uncommon  congenital  abnormali- 
ties which  frequently  give  rise  to  symptoms. 
They  are  usually  segmental  and  may  in- 
volve any  portion  of  the  alimentary  tract. 
The  most  common  location  is  along  the 
ileum.  The  duplicated  segment  is  almost 
always  found  within  the  mesentery  paral- 
lelling the  mesenteric  border  of  the  normal 
channel.1  Often  the  duplication  shares  the 
muscle  coat  of  the  adjoining  bowel.  The 
blood  supply  is  also  mutual,  necessitating 
removal  of  the  adjacent  normal  bowel  along 
the  duplication  when  surgery  is  undertaken. 
“Enterogenic  cysts”  are  simply  duplica- 
tions having  no  communication  with  the 
lumen.  More  commonly,  the  duplication 
communicates  with  the  lumen  of  the  gastro- 
intestinal tract  and  may  open  at  any  point. 
Thus  the  duplication  may  vent  “upstream” 
or  “downstream”  relative  to  fecal  flow. 
Some  duplications  are  open  at  both  ends 
and  the  fecal  stream  is  directed  into  either 
of  the  two  existing  channels.  Duplica- 
tions opening  “upstream”  are  often  larger 
due  to  persistaltic  forces  distending  the 
lumen.2 

The  lining  epithelium  of  the  duplicated 
segment  is  often  important  in  the  causa- 
tion of  clinical  symptoms.  The  mucosa 
may  resemble  any  portion  of  the  gastro- 
intestinal tract.  Frequently  gastric  mu- 
cosa capable  of  acid  and  enzyme  production 
is  found  lining  a portion  or  all  of  the  dupli- 
cation. Gross3  found  gastric  mucosa  in  17 
of  a series  of  68  operated  cases. 

Duplications  usually  give  rise  to  symp- 

*Resident  in  Pathology  Delaware  Hospital. 

**  Former  Intern  Delaware  Hospital,  now  Assistant  in  General 

Practice. 


toms  in  childhood;  extensively  duplicated 
segments  are  often  symptomatic  in  in- 
fancy.4 Symptoms  may  be  referable  to 
distention  of  a cyst  with  secretion  pro- 
ducing pain  or  compression  of  intestine 
with  partial  or  complete  obstruction.  At 
times  the  duplicated  portion  of  bowel  acts 
as  the  leading  portion  of  an  intussusception 
giving  similar  symptoms.  Twisting  or  ex- 
ternal pressure  may  compromise  the  blood 
supply  to  the  duplication  and  adjacent 
bowel.  Segments  lined  with  actively  secret- 
ing gastric  mucosa  can  engender  peptic 
ulceration  within  the  duplication  or  in  the 
normal  intestine.  Chronic  blood  loss  on 
this  basis  may  explain  an  iron  deficiency 
anemia.  Contraction  of  scar  tissue  in 
ulcers  may  produce  intestinal  obstruction. 
Massive  gastro-intestinal  hemorrhage  and 
perforation  with  subsequent  peritonitis  may 
occur.  Diagnosis  is  usually  accomplished 
at  operation.  Rarely  a movable  abdominal 
mass  is  palpable,  especially  when  there  is 
a non-communicating  cystic  duplication, 
and  diagnosis  suspicioned. 

Presentation  Of  Case 

A five  year  old  white  girl  was  seen  in 
the  Delaware  Hospital  Emergency  Room 
at  11:15  A.M.,  10  June  1960.  History  re- 
vealed that  the  child  was  apparently  well 
until  twenty-four  hours  prior  to  admission 
when  she  developed  some  fever,  abdominal 
pain  and  one  episode  of  vomiting.  She  was 
given  an  injection  of  chloramphenicol  and 
put  at  bedrest.  During  the  next  twenty- 
four  hours  she  failed  to  improve  and  be- 
came hyperpneic  and  cyanotic.  Examina- 
tion by  the  house  officer  on  admission 
showed  an  acutely  ill  child  who  was  re- 
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Diagrammatic  section  through  ileum  and  duplicated  segment  showing  relationship  of  com- 
municating ostium,  perforated  ulcer  and  direction  of  fecal  flow. 


sponsive  and  alert.  Rectal  temperature 
was  103. 2°F.  Mild  cyanosis  of  lips  and 
nail  beds,  circumoral  pallor  and  moist  rales 
at  the  bases  of  both  lung  fields  were  noted. 
The  child’s  only  complaint  was  pain  in  the 
lower  left  anterior  chest.  The  abdomen 
was  soft  and  of  doughy  consistence.  Hypo- 
active  bowel  sounds  were  heard  and  palpa- 
tion in  the  area  of  the  spleen  elicited  tender- 
ness. Lobar  pneumonia  was  suspected  and 
she  was  sent  for  a chest  roentgenogram. 

She  returned  from  the  Radiology  Depart- 
ment at  approximately  11:35  A.M.  At 
11:45  A.M.  while  being  helped  on  to  a 
bed  pan,  she  suddenly  went  into  marked 
peripheral  vascular  collapse  with  gross  in- 
crease in  cyanosis,  marked  drop  in  respira- 
tory rate,  tachycardia,  cold  extremities, 
absence  of  pulse  and  blood  pressure,  and 
“splotchy  color.”  Heroic  life-saving  mea- 
sures were  immedately  instituted,  includ- 
ing an  intravenous  cutdown  of  saline  and 
vasopressors  and  endotracheal  positive  pres- 
sure oxygen.  The  “wet  plate”  roentgeno- 
grams showed  a normal  chest  but  air  was 
present  under  the  diaphragms. 

By  1:00  P.M.  her  condition  had  become 
stable,  though  still  critical,  and  she  was 
admitted  to  the  pediatric  ward.  Fifteen 
minutes  later  she  again  presented  vascular 


collapse  and  in  spite  of  therapy  she  expired 
at  1:19  P.M. 

Review  of  the  patient’s  chart  indicated 
a prior  admission  in  the  Delaware  Hospital 
at  the  age  of  two  and  one-half  years  for 
iron  deficiency  anemia.  Marked  pallor  had 
been  progressively  developing  since  birth 
and  she  was  not  as  active  as  other  children 
her  age.  She  was  described  as  “listless,”  “ir- 
ritable,” and  “tired.”  Hospital  records  in- 
dicate absence  of  epistaxis,  hematuria, 
hematemesis  and  hemoptysis.  “Dark,  al- 
most tarry  stools”  were  attributed  to  eating 
of  prunes  for  occasional  constipation  and 
some  “dark  pills”  had  been  dispensed  in 
the  treatment  of  an  upper  respiratory  in- 
fection. Diet  was  normal  up  to  one  year 
of  age  followed  by  a gradual  decrease  in 
appetite  for  the  several  months  prior  to 
admission.  She  was  hospitalized  for  five 
days  and  treated  with  transfusions  and  an 
intramuscular  iron  preparation.  Stools  were 
examined  for  ova  and  parasites  and  Enter - 
obius  vermicularis  was  found.  No  tests 
for  occult  blood  in  stools  had  been  ordered. 

The  blood  studies  on  that  admission 
showed  2.5  m.  red  blood  cells  per  cubic 
millimeter,  4.1  gms.  of  hemoglobin  per  100 
ml.  with  a 14%  hematocrit.  The  blood 
smear  showed  marked  hypochromia,  micro- 
cytosis and  anisocytosis.  Also  noted  was 
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slight  polychromatophilia,  occasional  stip- 
pled cells  and  poikilocytes.  The  mean  cor- 
puscular volume  was  56  cubic  microns  and 
mean  corpuscular  hemoglobin  concentra- 
tion was  29%.  The  white  corpuscle  count 
of  10,200  per  cubic  millimeter  showed  a 
shift-to-the-left  including  9%  band  forms 
and  1%  metamyelocytes.  A rare  nucleated 
red  blood  cell  also  was  seen. 

Physical  examination  at  that  time  showed 
marked  pallor,  heart  rate  of  140  per  minute 
with  cardiomegaly  and  a grade  3 blowing 
harsh  murmur  over  the  precordium  radi- 
ating to  the  back  and  axilla. 

Autopsy  Findings 

The  body  was  that  of  a well-nourished, 
well-developed  five  year  old  white  girl.  The 
lips  and  mucous  membranes  of  the  mouth 
showed  marked  pallor.  The  skin  was  pale 
and  generalized  livore  reticularis  was  pres- 
ent. A polyethylene  catheter  was  present 
in  a right  ankle  “cut  down”  incision.  The 
abdomen  was  flat  and  slightly  tense.  The 
peritoneal  cavity  contained  150  cc.  of  brown 
fluid  with  fecal  odor  and  many  fragments 
of  fibrinopurulent  exudate  and  fecal  par- 
ticles. Many  of  the  loops  of  small  intestine 
were  matted  together  by  the  fibrinopurulent 
exudate  and  the  peritoneal  surfaces  were 
markedly  congested.  A loop  of  ileum  was 
firmly  adherent  in  the  right  lower  pelvis. 
This  adherent  portion  of  bowel  was  at 
mid-ileum  and  the  segment  showed  an 
obvious  duplication.  The  duplication  was 
found  within  the  mesentery,  proximal  to 
the  main  channel  of  the  ileum  and  parallel 
with  it  (see  Fig.).  This  ovoid  structure 
measured  15.0  cm.  in  length  and  was  3.5  cm. 
in  average  diameter.  The  normal  channel 
at  this  point  was  1.8  cm.  in  diameter.  There 
was  a large  communicating  orifice  1.5  cm. 
in  diameter  entering  the  ileum  on  the 
“downstream”  aspect.  Directly  opposite 
this  communicating  opening  on  the  free, 
or  anti-mesenteric,  border  of  the  ileum  was 
a perforation  or  rupture  measuring  1.0  cm. 
in  diameter  through  which  feces  appeared 
on  pressure  of  the  bowel.  The  margins  of 
the  perforation  were  firm  and  irregular.  The 


mucosal  surface  of  the  ileum  showed  slight 
congestion  but  no  other  abnormality.  On 
opening  the  duplication,  the  mucosa  was 
markedly  pebbly  and  had  the  appearance 
of  hypertrophic  gastric  mucosa.  The  gross 
impression  was  that  the  duplication  was 
lined  by  gastric  mucosa  and  perforation  of 
the  ileum  represented  a perforated  peptic 
ulcer.  This  gross  diagnosis  was  further 
strengthened  by  the  location  of  the  perfor- 
ation immediately  adjacent  to  the  com- 
munication of  the  duplicated  segment  with 
the  ileum.  There  was  also  partial  malro- 
tation  of  the  colon,  the  cecum  being  found 
in  the  right  upper  quadrant.  All  other 
organs  were  grossly  normal. 

Microscopic 

The  ileum  and  other  portions  of  the  in- 
testine showed  a diffuse  acute  fibrinopuru- 
lent peritonitis.  Sections  through  the  area 
of  perforation  in  the  ileum  showed  both 
acute  and  chronic  inflammatory  change 
with  evidence  of  scar  formation.  The  ap- 
pearance was  consistent  with  a chronic 
peptic-type  ulceration.  Sections  of  the  dup- 
lication showed  a thick  muscular  wall  shared 
by  the  duplication  and  the  ileum.  The 
mucosa  was  of  great  interest,  being  quite 
thick  and  having  the  appearance  of  typical 
gastric  mucosa  with  deep  glands  containing 
numerous  chief  and  parietal  cells  and  a 
mucus  secreting  goblet-cell  lining  on  the 
lumenal  surface. 

Summary 

A case  of  duplication  of  the  ileum  in  a 
five  year  old  girl  is  presented.  The  gastric 
mucosa  lining  the  duplication  was  felt  to 
be  responsible  for  peptic  ulceration  of  the 
adjacent  ileum  with  subsequent  perfora- 
tion and  death  following  diffuse  peritonitis. 
In  retrospect,  a previous  hospital  admission 
at  age  2%  years  for  iron  deficiency  anemia 
was  attributed  to  chronic  blood  loss  from 
this  ulcer. 
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• Radiation  therapy  for  neoplastic  disease  in 
a patient  with  total  albinism  has  not  been 
previously  reported.  It  prompted  this  case 
report  of  cancer  of  the  uterine  cervix. 


RADIATION  THERAPY 

FOR  CANCER  OF  THE  UTERINE  CERVIX 

In  a Patient  with  Total  Albinism 


Carcinoma  of  the  cervix  is  one  of  the 
most  common  malignant  diseases  treated 
with  radiation  therapy.  The  occurrence  of 
this  disease  in  a total  albino  has  not  been 
reported  heretofore  and  for  this  reason  it 
was  felt  of  interest  to  report  radiation  ther- 
apy in  this  situation.  Total  albinism  (al- 
binismus  totalis)  is  characterized  by  ab- 
sence of  pigment  in  the  skin,  hair,  eye- 
brows, eyelashes  and  the  eyes.  The  inci- 
dence varies  1.7  per  cent  in  the  San  Bals 
Indians  of  Darien  to  one  in  20,000  in  Great 
Britain  and  one  in  100,000  in  France  and 
Russia.1  It  is  somewhat  more  frequent  in 
males,  indicating  partial  sexual  linkage. 
Additional  features  of  this  inborn  error  of 
metabolism  are  refractive  anomalies,  strab- 
ismus, nystagmus  and  photophobia. 

The  absence  of  pigment  in  albinism  is 
due  to  a failure  to  form  the  dark  brown  or 
black  melanin  pigment  from  tyrosine.  Un- 
usual sensitivity  to  sunlight  is  common 
knowledge  with  this  disorder,  and  the 
authors  were  concerned  about  similar  or 
more  severe  reactions  from  radiation  ther- 
apy. 

Case  Report 

Admitted  to  the  gynecologic  tumor  serv- 
ice, Delaware  Hospital,  June  12,  1957, 
was  a thirty-nine  year  old  patient 
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gravida  V para  V who  had  had  meno- 
metrorrhagia  and  postcoital  bleeding  for 
five  months.  On  examination  she  met  all 
the  above  criteria  of  total  albinism.  She 
was  suffering  from  an  acute  urinary  tract 
infection  and  also  was  found  to  have  a 
stage  IIA  International  Classification  car- 
cinoma of  the  uterine  cervix.  The  biopsy 
taken  at  this  time  was  reported  as  epider- 
moid carcinoma  grade  II  to  grade  III.  A 
complete  tumor  diagnostic  survey  was  un- 
dertaken and  found  to  be  within  normal 
limits,  with  the  exception  of  a hemoglobin 
which  was  9.5  gm.  and  a hematocrit  of  33 
per  cent.  Additionally,  the  patient  had  an 
abnormal  urinalysis  indicating  an  acute 
urinary  tract  infection. 

The  acute  urinary  infection  was  rapidly 
sterilized  with  appropriate  antibiotic  ther- 
apy. On  June  16,  1957,  under  anesthesia 
the  cervical  canal  was  gently  dilated  and 
specimens  were  taken  for  biopsy.  Radia- 
tion therapy  was  instituted  using  an  Ernst 
applicator  containing  90  mg.  of  radium.* 
This  was  applied  for  a period  of  3,000  mg. 
hours.  AP  and  lateral  X-rays  demon- 
strated good  position.  The  patient  was 
given  500  cc.  of  blood  and  a hematocrit 
two  days  following  this  was  36  per  cent. 

The  patient  was  treated  again  on  the 
twelfth  of  July,  1957  with  a similar  loading 

*30  mg.  each  in  the  lateral  arms  and  30  mg.  in  the  central  stem 
in  the  classical  loading  fashion. 


February,  1961 


41 


Delaware  Medical  Journal 


of  radium  for  3,000  mg.  hours.  No  un- 
toward effects  were  noted. 

Since  no  information  could  be  found  in 
the  literature  and  by  personal  communica- 
tion2 on  the  effects  of  deep  radiation  ther- 
apy in  an  albino,  it  was  decided  to  send 
the  patient  to  have  rotating  cobalt  bomb 
therapy.  This  we  had  reasoned  would  give 
less  skin  damage  while  trying  to  sufficiently 
radiate  the  pelvic  tumor.  Because  of  the 
patient’s  refusal  to  have  this  done,  she  was 
treated  at  the  Delaware  Hospital  with  a 
250  K.V.  deep  therapy  machine.  The  ther- 
apy was  given  with  a beam  of  a H.V.L.  of 
3 mm  Cu.  During  September,  1957,  she 
received  a skin  dose  of  2,900  roentgens 
through  four  12  by  10  cm.  pelvic  portals. 
This  yielded  a pelvic  mid  plane  dose  of 
2,300  roentgens  in  four  weeks.  The  skin 
doses  quoted  include  both  entrance  and 
exit  doses  and  produced  a faint  erythema 
only. 

Three  months  following  the  completion 
of  this  treatment,  the  patient  was  referred 
back  for  further  therapy  and  at  that 
time  received  over  the  anterior  and  pos- 
terior pelvis  a skin  dose  of  1,500  roentgens. 
There  was  no  note  of  any  skin  reaction 
from  this  second  course  of  therapy. 

The  patient  refused  any  further  active 
therapy  and  symptomatic  therapy  was 
given  until  her  death  on  March  28,  1958. 
At  post-mortem  examination  there  was 
wide  spread  metastatic  disease  in  the  ab- 
domen. The  liver,  kidneys,  bladder,  G.I. 
tract,  as  well  as  pelvic  lymph  nodes,  were 


all  involved.  In  addition  there  was  a mas- 
sive retroperitoneal  extension  of  the  malig- 
nancy. Grossly  the  skin  over  the  areas 
of  radiation  therapy  showed  no  alterations 
from  that  of  the  rest  of  the  body. 

Discussion 

Several  possibilities  for  the  lack  of  any 
unusual  affect  from  radiation  should  be 
considered.  The  first  is  that  maximum 
radiation  responses  are  noted  in  the  pres- 
ence of  a maximum  blood  count.  This  pa- 
tient’s average  hemoglobin  was  approxi- 
mately 10  grams.  (Due  to  her  rather  rapid 
disease,  in  spite  of  blood  transfusions,  she 
could  not  be  kept  in  good  hematologic 
status.)  Secondly,  the  patient  did  not 
receive  what  we  feel  was  an  optimum 
amount  of  X-ray  radiation  for  this  type 
of  disease,  and  certainly  not  the  amount 
which  normal  skin  may  tolerate. 

Summary 

A case  of  carcinoma  of  the  uterine  cer- 
vix occurring  in  an  albino  and  treated  by 
radiation  therapy  without  unusual  side  ef- 
fects has  been  reported.  Upon  reviewing 
the  existing  medical  literature,  and  on 
personal  communication,  we  have  been  un- 
able to  uncover  any  cases  of  total  albinism 
in  which  malignant  tumors  were  treated  by 
radiation  therapy.  Because  of  this  reason, 
it  has  been  felt  worth  reporting  this  case. 
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• The  author  points  out  that  fibrosis  more  than 
the  disease  itseff  is  the  real  culprit  causing 
pulmonary  emphysema,  bronchiectasis,  right 
heart  strain  and  cor  pulmonale. 


PULMONARY  FIBROSIS 


The  spector  of  pulmonary  fibrosis  looms 
large  in  the  area  of  chest  disease.  It  fol- 
lows many  chronic  pulmonary  infections 
such  as  tuberculosis,  bronchiectasis,  and 
lung  abscess.  It  follows  acute  infections 
such  as  streptococcal  and  staphylococcal 
pneumonias,  complicating  acute  infectious 
disease  such  as  measles  and  pertussis.  In- 
fections which  produce  severe  necrotizing 
effects  on  the  lung  parenchyma,  such  as 
Klebsiella,  are  followed  by  marked  fibrosis 
among  the  survivors,  though  pneumococcic 
pnuemonias  without  complications  rarely 
produce  fibrosis.  It  occurs  in  the  pneu- 
moconioses most  markedly;  it  is  seen  in 
granulomatous  lung  disease  (Boeck’s  sar- 
coid) and  in  the  collagen  diseases  which 
affect  the  lung  such  as  scleroderma. 

Fibrosis  of  the  lung  may  be  distributed 
in  five  different  patterns  namely,  1)  bron- 
chial, 2)  interstitial,  3)  parenchymal,  4) 
vascular,  and  5)  pleural.  The  types  of  fi- 
brosis observed  obviously  depend  on  the 
etiologic  agent  and  the  associated  disease 
processes  that  produce  fibrosis. 

In  the  bronchial  pattern,  which  may 
be  secondary  to  a number  of  diseases,  the 
most  outstanding  sequela  is  obstructive 
emphysema.  Very  often  in  diffuse  ob- 
structive emphysema  there  is  minimal  fi- 
brosis in  the  alveolar  walls.  In  contrast 
to  the  fibrotic  changes  around  the  bronchial 
tree,  the  alveolar  walls  reveal  a relatively 
normal  structure. 
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The  second  pattern  is  that  which  occurs 
in  interstitial  tissues  of  the  alveolar  walls. 
This  produces  primarily  a disturbance  of 
diffusion  of  gases  across  the  alveolar  capil- 
lary membranes.  One  of  the  classical  con- 
ditions in  which  this  type  of  fiibrosis  occurs 
has  been  called  diffuse  interstitial  fibrosis 
of  the  lungs,  or  the  Haman  Rich  syndrome. 
In  many  other  conditions  the  fibrosis  is 
also  predominantly  in  the  interstitial  tis- 
sues. Among  these  are  scleroderma,  beryl- 
lium poisoning,  and  bauxite  pnuemoconiosis 
This  type  of  fibrosis  not  only  causes  a res- 
piratory type  of  disturbance,  but  it  also 
increases  the  viscosity  of  the  structural 
framework  of  the  lung  and  thereby  con- 
tributes to  a ventilatory  type  of  disturb- 
ance as  well. 

The  third  pattern  is  parenchymal  or 
intra-alveolar.  This  is  a common  form  and 
is  often  secondary  to  organization  of  any 
suppurative  pneumonia,  Klebsiella,  lipoid, 
and  radiation  pneumonitis. 

Fibrosis  or  sclerosis  of  the  pulmonary 
vascular  bed  is  the  fourth  pattern,  and  is 
seen  in  such  entities  as  organization  of 
multiple  arterial  emboli  or  thrombi. 

The  fifth  form  of  fibrosis  is  that  related 
to  the  pleura.  This  may  result  from  or- 
ganization of  the  exudate  which  develops 
secondary  to  acute  or  chronc  pyogenic 
empyema,  tuberculous  empyema,  or  trau- 
matic hemothorax.  The  exudate  or  blood 
present  in  these  conditions  becomes  or- 
ganized and  a fibrotic  pleural  envelope  de- 
velops which  contracts  and  constricts  the 
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underlying  lung  parenchyma.  This  even- 
tually interferes  with  both  ventilatory  ca- 
pacity of  the  lungs,  and  also  with  the  flow 
of  blood  to  the  underlying  involved  area. 
A secondary  effect  is  the  development  of 
distention  emphysema  in  the  uninvolved 
areas  and/or  the  contra-lateral  lung.  Some- 
times in  an  extensive  and  long-standing 
pleural  involvement  the  fibrous  tissue  may 
extend  along  the  interlobular  septa  and 
into  the  lung  parenchyma.  This  has  the 
additional  effect  of  dimishing  the  elasticity 
of  the  lung  and  hence  further  compromises 
ventilation. 

With  the  development  of  the  surgical 
procedure  whereby  these  fibrotic  pleural  en- 
velopes may  be  removed  and  the  lung  re- 
expanded, it  has  become  increasingly  im- 
portant to  determine  the  amount  of  return 
to  normal  function  that  may  occur  after 
re-expansion  of  a long-standing  compressed 
lung.  Complete  restoration  of  function 
may  not  occur  despite  complete  anatomic 
re-expansion.  This  suggests  that  there  is 
an  associated  underlying  parenchymal 
change. 

Thus  we  find  that  the  effects  of  fibrosis 
vary  with  the  location  of  the  fibrosis.  The 
effects  may  be  entirely  ventilatory,  entirely 
respiratory,  or  generally,  a combination  of 
both.  But  it  has  a characteristic  pattern 
according  to  its  etiology.  This  is  of  great 
importance  in  evaluating  the  pulmonary 
functon  tests.  A good  example  of  this 
would  be  the  “alveolar  capillary  block”  in 
sarcoidosis,  where  the  ventilatory  tests 
would  be,  or  approach  normal,  while  the 
respiratory  tests  would  be  markedly  ab- 
normal. 

Wit  hthe  advent  of  antibiotic  therapy  it 
has  been  observed  by  many  that  with  such 
drugs  as  streptomycin,  P.A.S.,  and  I.N.H. 
in  the  treatment  of  tuberculosis,  penicillin 
and  the  broad  spectrum  antibiotic  therapy 
in  acute  pulmonary  infections,  the  healing 
process  is  accompanied  by  much  less  de- 
position of  fibrous  tissue.  This  results  in 
fewer  complications  of  fibrosis  such  as  em- 
physema and  bronchiectasis. 


Open  healing  of  cavities  with  epitheli- 
zation  is  now  frequently  seen.  Because  of 
less  dense  fibrosis  in  healing,  it  is  felt  that 
there  will  be  fewer  old  age  reactivations  of 
tuberculosis,  since  the  dense  scars  shelter 
tubercle  bacilli  in  a viable  state  for  long 
periods  of  time.  The  decrease  in  recent 
years  in  the  incidence  of  new  cases  of 
bronchiectasis  is  most  likely  attributable 
to  early  and  effective  chemotherapy  of  the 
suppurative  pneumonias  which  complicate 
pertussis,  measles,  etc.  This  has  limited  the 
degree  of  bronchial  wall  necrosis  and  fi- 
brosis does  not  occur  in  replacement.  This 
development  attests  to  the  importance  of 
suppurative  necrotizing  pneumonia  as  a 
leading  factor  in  the  development  of 
bronchiectasis. 

With  the  development  of  pulmonary  fi- 
brosis and  its  inevitable  complications,  the 
stage  is  then  set  for  the  most  important 
components  of  chronic  pulmonary  disease, 
its  effect  on  the  heart.  It  produces  in- 
creased tension  in  the  pulmonary  artery 
and  right  ventricle;  with  ultimate  hyper- 
trophy of  the  right  heart,  which  leads  to 
cor  pulmonale.  This  is  recognized  on  the 
basis  of  the  following  criteria: 

1)  The  existence  of  chronic  lung  disease 

2)  The  absence  of  any  other  cardiac 
disease 

3)  The  development  of  an  increase  in 
the  dyspnea  and  cyanosis  already 
present 

4)  The  appearance  of  orthopnea 

5)  Hypertrophic  pulmonary  osteoarthro- 
pathy 

6)  Accentuation  of  P2 

7)  Cardiac  enlargement 

8)  EKG  evidence  of  right  ventricular 
hypertrophy 

There  are  very  many  etiologic  agents 
responsible  for  pulmonary  disease. 

It  is  to  a large  extent  the  healing  process 
itself,  however,  which  accounts  for  most, 
if  not  all  of  the  sequelae  including  chronic 
pulmonary  disease  with  eventual  -right 
heart  strain  and  cor  pulmonale. 
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MATERNAL  MORTALITY* 


• Since  1916  the  State  of  Delaware  has  kept 
accurate  statistics  on  maternal  deaths.  The 
present  report  explains  the  function  of  the 
State  Medical  Society  Committee  on  Maternal 
Mortality  and  its  methods  of  collecting  data. 


Many  reports  concerning  maternal  mor- 
tality over  the  past  fifty  years  are  con- 
tained in  the  literature.  The  present  paper 
is  a resume  of  the  maternal  mortality  in 
the  State  of  Delaware  from  1916  through 
1959,  with  a brief  history  of  the  collation 
of  statistics,  methods  of  collection,  results 
as  shown  and  recommendations  as  to  future 
statistical  compilations  for  this  particular 
state. 

Delaware  is  fortunate  in  its  geographic 
location,  profiting  from  the  influence  of 
several  schools  of  medicine  within  a sixty 
mile  radius.  Through  this  influence,  a 
state-wide  program  of  vital  statistics  was 
begun  in  1916  concerning  maternal  and 
infant  mortality.  This  has  been  the  basis 
for  the  collection  of  statistics  since  that 
time. 

The  next  step  was  the  establishment  on 
October  11,  1937,  by  the  Delaware  State 
Medical  Society’s  House  of  Delegates  of  a 
“Special  Committee  on  Maternal  and  Neo- 
natal mortality.”  The  provocation  for 
establishment  of  this  group  was  the  large 
percentage  of  rural  population  and  hence, 
home  deliveries  by  midwives,  and  it  was 
felt  that  such  a committee  would  be  of  help 
in  provoking  legislation  to  regulate  the 
the  number  and  practice  of  midwives  doing 
deliveries.  The  original  format  regarding 

fThis  paper  was  presented  at  the  American  College  of  Obstetricians 
and  Gynecologists  District  III  meeting  at  Shawnee,  Pennsylvania, 
on  October  15,  I960. 

"'Assistant,  Department  of  Obstetrics  and  Gynecology,  Delaware 
Hospital. 

** Associate,  Department  of  Obstetrics  and  Gynecology,  Delaware 
Hospital. 


John  M.  Levinson,  M.D.* 
Charles  R.  Green,  Jr.,  M.D.** 
Frank  S.  Hassler,  M.D.** 

statistical  compilation  was  derived  from  an 
outline  kindly  supplied  by  Dr.  Phillip  Wil- 
liams of  Philadelphia. 

From  the  original  committee  has  evolved 
the  present  committee  composed  of  mem- 
bers from  all  counties,  appointed  by  the 
president  of  the  State  Medical  Society  and 
headed  by  a board  certified  obstetrician 
and  gynecologist.  In  addition,  two  pedia- 
tricians are  committee  members  and  the 
executive  secretary  of  the  Delaware  State 
Medical  Society  is  an  ex-officio  member 
The  committee  submits  a report  to  the 
House  of  Delegates  of  the  Medical  Society 
yearly,  which  is  published  in  the  Delaware 
Medical  Journal. 

A uniform  classification  of  obstetrical 
causes  of  death  is  essential  to  an  accurate 
definition  of  the  problem  involved.  Ac- 
cordingly, the  state  Maternal  and  Neonatal 
Committee  has  studied  cases  as  defined  in 
the  booklet  “A  Guide  for  Maternal  Death 
Studies,”  published  in  1957  by  the  Ameri- 
can Medical  Association  Committee  on 
Maternal  and  Child  Care.1  The  term  ma- 
ternal death  as  used  in  the  booklet  is  de- 
fined as  follows:  “the  death  of  any  woman 
dying  of  any  cause  whatsoever  while  preg- 
nant or  within  ninety  days  of  the  termina- 
tion of  the  pregnancy,  irrespective  of  the 
duration  of  the  pregnancy  at  the  time  of 
the  termination  or  the  method  by  which  it 
was  terminated.” 

The  term  “maternal  death”  as  here  de- 
fined should  not  be  confused  with  the  official 
state  and  national  “maternal  mortality” 
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statistics  which  have  included  only  those 
deaths  with  direct  obstetrical  causes;  that 
is,  as  a consequence  of  hemorrhage,  tox- 
emia, infection,  vascular  accidents  or  ad- 
verse effect  of  anesthetics.  An  indirect 
obstetrical  cause  of  death  is  defined  as  a 
death  resulting  from  disease  before  or  de- 
veloping during  pregnancy  (not  a direct 
effect  of  the  pregnancy)  which  was  obvi- 
ously aggravated  by  the  physiologic  effects 
of  the  pregnancy  and  caused  the  death. 
Although  this  latter  classification  is  not 
used  for  maternal  mortality  statistics,  it 
is  important  that  they  be  reported  to  the 
Maternal  Mortality  Committee  so  that  the 
complete  problem  can  be  understood,  and 
so  that  avenues  of  preventability  can  be 
found  and  remedied. 

Methodology 

Upon  submission  of  a maternal  death  to 
the  Bureau  of  Vital  Statistics  in  Dover,  a 
report  is  forwarded  to  the  chairman  of  the 
Maternal  Mortality  Committee.  A ques- 
tionnaire (Form  A)  is  then  sent  to  the 
responsible  physician  and  almost  without 
exception  the  committee  has  received  ex- 
cellent cooperation  from  the  attending 
physician.  The  questionnaire,  of  course, 
is  kept  confidential  and  the  case  identified 
by  code  only.  At  appropriate  intervals  the 
committee  meets,  discusses  the  cases,  and 
classifies  them  according  to  the  “Guide  for 
Maternal  Death  Studies.”  A summary  of 
the  committee’s  findings  and  recommenda- 
tions is  then  forwarded  to  the  attending 
physician  if  he  so  requests. 

Material  Mortality 

Since  1916  the  maternal  mortality  per 
1000  live  births  has  declined  from  7.52  in 
the  interval  1916-1925  to  0.35  in  the  last 
four  year  period,  1956-1959.  These  figures 
are  as  follows: 

( See  Table  I) 


1916-1925  7.52 

1926-1936  6.84 

1936-1945  3.50 

1946-1955  0.72 

1956-1959  0.35 


Table  I 


The  decline  as  represented  follows  that 
in  general  reported  in  national  and  state 
reports  in  the  past.  Many  factors  are  in- 
volved but  one  of  the  more  important  in 
Delaware  is  the  pronounced  shift  from 
home  to  hospital  delivery  with  its  attendant 
blood  and  antibiotic  availibility.  In  1944, 
20.5%  of  all  deliveries  occurred  in  the 
home,  whereas  in  1959,  only  2.8%  were  so 
delivered.  In  line  with  this  is  an  increased 
number  of  hospital  beds  available  as  illus- 
trated (see  Tables  II  and  III),  by  the  in- 
creasing number  of  deliveries  by  well 
trained  individuals  and  a corresponding 
decrease  in  midwife  deliveries.  Blood 
banks  have  been  established  as  an  integral 
part  of  all  general  hospitals  in  the  state 
thus  making  blood  readily  available  for 
the  acute  obstetrical  need.  Prenatal  care 
has  become  an  established  part  of  obste- 
trical care  and  consultation  has  become 
mandatory  for  complications  under  by-laws 
of  many  hospitals. 

A complete  review  of  the  leading  causes 
of  maternal  mortality  demonstrates  that 
while  the  total  number  has  declined,  the 
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chief  causes  remain  the  same,  i.e.,  hemor- 
rhage, infection  and  toxemia.  Only  the 
last  four  year  period  is  reviewed  in  some 
detail  (since  the  format  as  mentioned  with 
detailed  records  has  been  available),  show- 
ing that  improvement  is  still  to  be  ex- 
pected, and  that  the  irreducible  minimum 
has  not  been  reached. 

These  deaths,  in  number  17,  are  listed 


as  follows: 

Hemorrhage  7 

Sepsis  3 

Hemorrhage  and 

Sepsis  1 

Pulmonary  embolism  3 


Table  II 


Table  III 


Maternal  Mortality  — Levinson 


Anesthesia  2 

Toxemia  1 


The  hemorrhagic  group  has  factors  of 
preventability  common  to  all  such  deaths, 
such  as  more  vigorous  treatment  of  ante- 
hemorrhagic  partum  anemia,  increased  fa- 
cilities for  more  rapid  operative  interven- 
tion and  greater  availability  of  blood  on  an 
emergency  basis.  The  three  deaths  due  to 
sepsis  followed  criminal  abortio  nand  pa- 
tient negligence  in  seeking  medical  help  was 
an  important  factor  in  their  demise.  Here 
perhaps,  more  stringent  enforcement  and 
earlier  reporting  of  criminal  abortions 
might  serve  to  focus  attention  on  this 
problem.  The  two  anesthetic  deaths  are 
classified  preventable  and  should  point  to 
better  handling  of  the  laboring  patient  in 
respect  to  anesthesia  and  the  institution 
of  prompt  bronchoscopy  if  the  indication 
exists.  Pulmonary  embolism  remains  as  an 
all-too-common  cause  of  maternal  deaths 
and  will  continuel  so  until  the  minimal 
signs  of  early  phlebitis  are  fully  appreci- 
ated. 

Conclusions 

The  following  recommendations  are  made 
for  the  improvement  in  reporting  of  all 
maternal  deaths  and  in  improving  maternal 
care  itself  with  a corresponding  lower  ma- 
ternal mortality. 

I.  Under  the  present  method  of  collect- 
ing statistics  some  cases  are  missed.  It  is 
felt  that  a matching  of  all  death  certificates 
of  women  in  the  child-bearing  ages  with 
birth  certificates  for  the  current  and  pre- 
vious year  would  uncover  a number  of 
these  “hidden”  deaths.  This  has  been 
done  with  some  success  by  the  Minesota 
gorup.2  All  abortion  deaths  would  not  be 
uncovered  but  yearly  letters  to  all  path- 
ologists and  administrators  of  the  general 
hospitals  might  bring  these  to  light. 

II.  Removal  of  all  deliveries  from  the 
home  to  the  hospital. 

III.  Maintain  adequate  and  fully  staffed 
(24  hour)  blood  banks  and  have  available 
an  immediate  supply  of  O -negative  fresh 
blood  on  the  delivery  floor. 


February,  1961 


47 


Delaware  Medical  Journal 


IV.  The  early  diagnosis  and  adequate 
replacement  of  blood  loss  in  hemorrhagic 
complications  of  pregnancy. 

V.  Twenty-four  hour  anesthesia  coverage 
of  all  labor  floors  with  a wider  use  of  re- 
gional anesthesia  as  indicated. 

VI.  Continued  improvement  in  prenatal 
care  with  vigorous  treatment  of  the  medical 
and  surgical  complications  of  pregnancy. 
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“Form  A"  Questionnaire 

MEDICAL  SOCIETY  STATE  OF  DELAWARE 
COMMITTEE  ON 

MATERNAL  AN  INFANT  MORTALITY 

Date  

Doctor  


Dear  Doctor: 

The  above  committee  is  reviewing  and  analyz- 
ing all  maternal  deaths  occuring  in  the  state  of 
Delaware.  In  order  that  it  might  make  an  in 

telligent  survey  of  these  deaths  it  is  necessary 
that  it  have  as  much  information  as  possible. 

It  will  greatly  facilitate  our  work  if  you  will 
complete  this  confidential  form  and  return  it  to 
us  at  your  earliest  convenience. 

Very  truly  yours, 
Chairman 

Committee  on  Maternal  and 
Infant  Mortality 

INFORMATION  FROM 
DEATH  CERTIFICATE 

Full  name  

Usual  residence  

Date  of  death  Hour  

Place  of  death: 

County  

City  or  town  

Hospital  

Color  Age  

Cause  of  death: 

Immediate  cause  (a)  

Antecedent  causes  (b)  

(c)  

Other  significant  conditions: 


Signature 

Address 


INFORMATION  FROM 
BIRTH  CERTIFICATE 

Place  of  birth  


Date  of  birth  Hour 

Sex  Alive  or  stillborn  


Name  of  father  

Maiden  name  of  mother  

Number  of  weeks  pregnancy 

Birth  weight  

Previous  pregnancies,  (not  including  this  child) 

Born  alive  and  now  living  

Born  alive  but  not  living 

Born  dead  

Signature  

Address  

1.  What  was  the  history  of  previous  preg- 
nancies, labors  and  puerperiums? 

2.  Did  you  have  entire  care  of  patient  during 
this  pregnancy? 

3.  a)  Was  another  physician  called  in  consul- 

tation ? 

b)  Were  you  called  in  consultation? 

4.  At  what  month  of  pregnancy  did  patient 
first  consult  you  or  her  physician? 

5.  How  many  prenatal  visits  did  she  make? 

6.  Was  pregnancy  normal  at  these  visits? 
(blood  pressure,  urine,  weight,  edema  bleed- 
ing etc.) 

7.  If  pregnancy  was  abnormal,  state  in  what 
respects. 

8.  Was  any  medical  or  surgical  complication 
present  such  as  heart  disease,  tuberculosis, 
etc.? 

9.  IMPORTANT — Please  give  as  detailed  a 
summary  of  this  case  as  possible,  including 
all  data  that  will  help  the  committee  in  ar- 
riving at  a correct  understanding  of  this 
death.  This  information  will  be  enteirely 
confidential. 

10.  Was  the  autopsy  performed?  If  so, 

please  submit  pertinent  findings  together  with, 
if  possible,  blocks  of  tissue  or  sections  show- 
ing the  major  pathological  findings  noted. 

11.  If  delivered,  what  was  the  interval  between 

delivery  and  death?  (days,  hours  or  minutes) 

12.  In  your  opinion  is  the  cause  of  death  as 
stated  on  the  death  certificate  (see  page  one) 
correct? 

13.  If  incorrect,  what  changes  do  you  suggest? 

14.  Do  you  wish  a report  sent  to  you  of  the 
fiindings  of  the  committee? 

Please  send  me  a report M.D. 

(Signed) 

( This  form  was  adapted  from  the  one  used  in 
Baltimore,  Md.,  and  furnished  through  courtesy 
of  Louis  Douglas,  M.D.) 
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GLUCOSE  TOLERANCE 


of  a Juvenile  Diabetic’s  Family 


# A study  of  eight  siblings  and 
one  parent  of  a juvenile  diabetic. 


Bernadine  Z.  Paulshock,  M.D. 


The  Delaware  Hospital  ward  service  has 
cared  for  a diabetic  boy,  now  age  16,  for 
5 years.  This  boy  is  the  seventh  of  ten 
children.  Neither  parent  is  diabetic  nor 
knows  any  member  of  his  progenitors  to 
have  been  diabetic.  The  father  is  also 
one  of  ten  children;  all  but  one  beside 
himself  died  early  in  life  and  no  specific 
causes  of  death  are  known.  Recently  the 
patient’s  mother  and  eight  of  his  nine 
siblings  were  tested  with  a standard  two 
hour  glucose  tolerance  test.  The  results 
of  our  study  have  been  divided  into  ‘Sus- 
picious’ and  ‘Normal’  and  graphed  (Fig.  1.). 
Of  the  nine  tests  performed,  three  may  be 
called  suspicious  and  one  (Judy)  very 
markedly  so. 

It  is  evident  that  all  three  of  our  sub- 
jects with  suspicious  curves  had  two  hour 
values  below  112  mg.%;  the  abnormal 
quality  of  their  tests  resides  in  their  high 
peak  values.  If  the  two  sets  of  curves  are 
compared  it  will  be  noted  that  the  one 
hour  tests  of  the  suspicious  patients  are 
the  most  strikingly  disparate  from  their 
relatives.  Conversely,  two  of  those  in- 
cluded in  the  normal  group  had  two  hour 
levels  above  120  mg.%.  The  mother’s 
(Myrtle)  seems  quite  normally  a rebound 
phenomenon.  Ronny’s  two  hour  level  of 
125  mg.%  is  associated  with  a peak  value 
of  only  138  mg.%;  his  test  would  be  classi- 
fied abnormal  if  it  were  considered  without 


reference  to  his  one  hour  level.  The  U.S. 
Public  Health  Service,  which  considers  two 
hour  values  of  over  129  mg.  % as  abnormal, 
would  so  classify  him.  Inspecting  these 
curves,  it  seems  that  if  1 % hour  values 
had  been  obtained,  there  would  have  been 
less  uncertainty  in  the  interpretation  of 
slightly  elevated  two  hour  levels  which  actu- 
ally represent  rebound.  The  detection  of 
glycosuria  during  the  test  was  limited  to 
the  three  with  suspicious  curves  and,  al- 
though this  may  be  overfine  interpreta- 
tion, Judy’s  Clinitest  value  reached  4+  at 
one  hour,  and  Roxie’s  test  was  1 + at  one 
hour,  and  Retha’s  was  3+  at  one  hour. 

It  should  be  remembered  that  there  are 
a number  of  varying  definitions  available 
as  to  what  does  constitute  an  abnormal 
glucose  tolerance  test.  Fajans  and  Conn4 
utilize  a test  which  includes  a 1%  hour 
value  and  classify  their  results  as  normal, 
diabetic,  probably  diabetic,  and  borderline. 
The  New  York  City  screening  program  clas- 
sifies patients  as  normal,  diabetic,  probably 
diabetic,  potentially  diabetic,  and  indeter- 
minate. When  one  attempts  to  compare 
one’s  own  testing  results  with  those  of 
other  investigators,  it  becomes  even  more 
apparent  that  the  dividing  line  between 
normal  and  abnormal  is  somewhat  arbitrary 
and  must  include  recognition  of  the  fact 
that  measurement  of  blood  glucose  is, 
despite  our  refined  techniques,  a procedure 
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subject  to  amazing  variations  in  different 
laboratories.  For  example,  in  a recent  study 
in  our  own  area,  the  same  specimen  was 
examined  in  20  laboratories  by  five  dif- 
ferent methods  a total  of  195  times.  The 


absolute  range  was  135  to  215  mg.  % 
Ninety-five  per  cent  of  the  determinations 
were  included  within  155  to  210  mg.  %. 
Thus  the  error  possible  in  any  given  single 
determination  is  astounding,  reminding  us 
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again  that  significant  diagnosis  must  never 
rest  on  any  single  laboratory  determination. 

A recent  report  in  the  Annals  of  the 
New  York  Academy  of  Science4  details 
glucose  tolerance  tests  on  438  relatives  of 
known  diabetics  and  127  controls.  This 
paper  reports  tests  performed  on  only  nine 
persons.  The  complications  in  collecting 
this  small  series  ranged  from  syncope  sec- 
ondary to  venipuncture,  through  vomiting, 
to  mere  refusal  to  drink  the  glucose  solu- 
tion. It  is  apparent  therefore  that  clinical 
research  necessitates  the  cooperation  of 
many  personnel,  and  requires  patience,  tact, 
and  diplomacy  to  the  point  of  prevarica- 
tion. The  travails  experienced  in  the  pur- 
suit of  a small  study  such  as  this  one  in- 
creases one’s  respect  for  those  clinical  in- 
vestigators who  achieve  series  of  heroic 
magnitude  such  as  the  study  referred  to 
above. 

Diabetes  Week  has  been  conducted  in 
Delaware  about  five  years.  During  these 
weeks,  (excluding  1960)  7,274  persons  of 
their  own  volition  received  blood  tests, 
urine  tests,  or  both.  One  hundred  and  two 
previously  undiscovered  cases  of  diabetes 
of  varying  degree  were  discovered  for  an 
overall  incidence  of  1.4  per  cent.  In  1960 
in  Wilmington  1,230  people  were  tested; 
24  strongly  suspicious  tests  were  obtained, 
an  incidence  of  about  2 per  cent. 

Obviously,  such  surveys  in  no  way  repre- 
sent random  population  samples,  since  the 
people  tested  are  chiefly  those  who 
have  made  the  deliberate  effort  to  be  tested 
and  therefore  the  series  is  apt  to  include 
large  numbers  who  have  diabetic  relatives 
or  have  been  previously  diagnosed  as  dia- 
betics but  avail  themselves  of  the  oppor- 
tunity to  check  upon  the  diagnosis;  yet 
general  population  surveys  produce  rela- 
tively low  yields  of  previously  unknown 
diabetics  when  compared  to  the  yield  ob- 
tained by  testing  a population  of  relatives 
of  diabetics. 

It  has  long  been  known  that  diabetes 
has  an  increased  incidence  among  the 


relatives  of  a diabetic.  Joslin’s  large  series 
reports  an  incidence  of  7 per  cent  as  op- 
posed to  less  than  2 per  cent  in  the  general 
population.1  Using  the  steroid  glucose  tol- 
erance test,  Fajan  and  Conn  found  the 
incidence  to  be  25  per  cent.2  If  their  recent 
observation  proves  valid — that  a pre-dia- 
betic may  be  converted  to  normal  carbo- 
hydrate metabolism  by  tolbutamide  ad- 
ministration— there  will  be  even  more 
reason  to  detect  abnormalities  of  glucose 
handling  at  their  earliest  manifestation3 
and  to  test  all  relatives  of  known  diabetics. 

Summary 

1.  Glucose  tolerance  tests  have  been  per- 
formed on  nine  relatives  of  a juvenile 
diabetic;  three  suspiciously  abnormal 
tests  were  obtained. 

2.  The  criteria  for  evaluating  glucose  tol- 
erance tests  have  been  variously  de- 
fined. More  classifications  than  ‘nor- 
mal’ and  ‘diabetic’  are  required  if 
maximum  information  of  a non-arbi- 
trary  character  is  to  be  acquired. 

3.  One  and  one-half  hour  determinations 
should  be  included  in  the  two  hour 
glucose  tolerance  tests  to  aid  in  the 
interpretation  of  slightly  elevated  two 
hour  results. 

4.  The  untested  relatives  of  diabetics 
provide  the  most  likely  population 
for  detection  by  survey  of  previously 
unknown  diabetes. 

5.  Personal  experience  with  clinical  re- 
search has  the  fringe  benefits  of 
greatly  increasing  one’s  appreciation 
of  the  difficulties  inherent  in  the  test- 
ing of  volunteers. 

Appreciation  is  owed  to  numerous  Delaware  Hospital  personnel 
including  Janet  Brown,  R.N.;  Mrs.  Anna  Sanders;  L.  B.  Flinn, 
M.D.;  Richard  Kahlbaugh,  M.D.;  Edwin  Richardson,  Ph.D.; 
and  the  Clinical  Chemistry  staff.  Marvin  Shuster,  M.D.  kindly 
prepared  the  illustration. 
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THE  TREATMENT  OF  LOBAR  PNEUMONIA 


• With  the  increasing  frequency  of  allergic  reactions 
to  penicillin  it  is  important  to  evaluate  the  efficacy  of 
other  antibiotics  in  the  treatment  of  bacterial  infections. 
This  study  indicates  that  erythromycn  propionate  com- 
pares favorably  with  phenoxymethyl  penicillin  in  the 
treatment  of  pneumonia. 


William  J.  Holloway,  M.D.* 
Richard  A.  Kahlbaugh,  M.D.** 
Elvyn  G.  Scott,  M.T.*** 


As  recently  as  1935  there  was  no  specific 
antibacterial  agent  available  for  the  treat- 
ment of  lobar  pneumonia.  At  present 
there  are  a number  of  drugs  capable  of 
effecting  a cure  in  this  disease,  and  the 
physician’s  problem  is  the  proper  selection 
and  utilization  of  these  drugs.  Penicillin 
continues  to  be  the  drug  of  choice  in  lobar 
pneumonia,  but  the  efficacy  of  a number 
of  other  antibiotics  is  now  well  established. 
The  increasing  frequency  of  allergic  re- 
actions to  penicillin1  requires  the  clinician 
to  investigate  the  antibiotic  history  of  each 
patient  prior  to  treatment  and  when  indi- 
cated employ  a less  allergenic  antibiotic. 
Erythromycin  has  enjoyed  considerable 
success  in  the  therapy  of  pneumonia2  and 
has  been  reported3  to  produce  the  lowest 
incidence  of  side  reaction  of  any  of  the 
commonly  used  antibiotics.  This  study 
was  undertaken  to  compare  the  effective- 
ness of  erythromycin  propionatet  (pro- 
pionyl  ester  of  erythromycin)  and  phenoxy- 
methyl penicillint  (penicillin  V)  when 
both  were  given  orally  in  the  treatment  of 
lobar  pneumonia. 

tSupplied  as  Ilosone  and  V-Cillin  K by  Eli  Lilly  Co. 

* Associate  in  Medicine,  Delaware  Hospital. 

* * Formerly  Chief  Resident  in  Medicine,  Delaware  Hospital. 

*** Director,  Bacteriology  Department,  Delaware  Hospital. 


Method  Of  Study 

During  the  13-month  period  from  De- 
cember 31,  1959,  through  January,  1960, 
patients  admitted  to  the  ward  medical 
service  of  the  Delaware  Hospital  with  a 
tentative  diagnosis  of  lobar  pneumonia 
were  placed  alternately  on  erythromycin 
propionate  or  phenoxymethyl  penicillin 
therapy.  Patients  too  ill  to  take  oral  medica- 
tion were  excluded  from  the  study,  and 
patients  known  to  have  received  antibiotics 
prior  to  admission  were  not  accepted  on 
the  study.  Nasopharyngeal  cultures  and 
blood  cultures  were  taken  on  all  patients 
on  admission,  and  sputum  cultures  were 
obtained  whenever  possible.  A pretreat- 
ment hemogram,  urinalysis,  and  chest 
roentgenogram  were  carried  out  on  each 
patient.  Post-treatment  laboratory  studies 
were  done  when  there  was  indication. 

Each  drug  was  given  in  initial  dosage  of 
500  milligrams  followed  by  250  milligrams 
every  6 hours.  A few  patients  in  each 
group  were  given  500  milligrams  every  6 
hours  for  6 to  8 doses,  based  on  the  house 
physician’s  evaluation  of  the  severity  of 
illness.  The  duration  of  therapy  in  each 
case  was  dictated  by  the  response  of  the 
patient  and  averaged  about  6 days  in  each 
treatment  group. 
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The  final  study  group  consisted  of  70 
patients.  Thirty-two  of  these  received 
penicillin,  and  thirty-eight  were  given 
erythromycin.  Data  concerning  these  pa- 
tients are  listed  in  the  accompanying  table. 


Number  of  Cases 
Median  Age 
Sex 

Male 

Female 

Duration  of  Symptoms 
Before  Therapy 
Number  of  Isolations 
of  Pneumococcus 
Number  with  Multiple 
Lobe  Involvement 
Duration  of  Fever  After 
Therapy  Started 
Average  Duration 
of  Therapy 
Good  Results 
Poor  Results 
Indeterminate 

A pneumococcus  was  isolated  from  one 
or  more  sources  in  39  of  the  70  patients, 
and  in  the  remaining  31  cases  there  was 
clinical  evidence  suggesting  bacterial  pneu- 
monia. All  patients  with  suspected  or 
proven  viral  pneumonia  were  not  included 
in  the  study. 

Discussion 

It  can  be  seen  in  the  table  that  both 
drugs  were  effective  in  a majority  of  the 
patients.  Sixty  of  the  70  cases  made  a 
satisfactory  recovery  and  were  considered 
to  be  good  results.  Three  of  the  patients 
failed  to  respond  to  therapy.  The  two 
failures  on  oral  penicillin  subsequently  re- 
sponded to  other  antibiotics.  The  failure 
with  erythromycin  subsequently  received 
parenteral  penicillin  but  expired. 

In  the  patients  referred  to  as  having 
indeterminate  response,  we  were  unable 
to  assess  the  effectiveness  of  the  drug  in 
relation  to  the  final  outcome.  One  such 
patient  in  each  treatment  group  expired 


in  the  first  48  hours  of  therapy  from  causes 
other  than  the  pneumonia.  Unresolved 
pneumonia  occurred  in  the  other  four  pa- 
tients in  whom  we  were  unable  to  evaluate 
the  drug’s  effect. 


Penicillin 

Erythromycin 

32 

38 

49.3  years 

46.5  years 

24 

21 

8 

17 

4.6  days 

5.8  days 

32 

21 

5 

8 

20.4  hours 

29  hours 

6.0  days 

5.8  days 

27 

33 

2 

1 

3 

4 

Side  effects  of  the  antibiotics  were 
limited  to  the  gastrointestinal  tract.  Vom- 
iting or  diarrhea,  usually  accompanied  by 
abdominal  pain,  occurred  in  6 patients 
taking  erythromycin  and  in  one  patient 
taking  penicillin;  however,  these  symptoms 
were  not  severe  enough  to  warrant  dis- 
continuing the  therapy,  and  in  only  two 
instances  was  symptomatic  therapy  re- 
quired. 

Not  noted  in  the  table  is  a patient  who 
had  a questionable  allergic  reaction  to 
erythromycin  propinate.  This  38-year  old 
male,  with  congestive  failure  and  pneu- 
monia of  the  right  lower  lobe,  was  given 
a 250-milligram  dose  of  erythromycin 
propionate  at  10  p.m.  on  the  day  of  ad- 
mission. At  12  midnight  the  nurse  noticed 
that  the  patient  was  experiencing  respira- 
tory difficulty.  A house  officer  saw  the 
patient  immediately  and  noted  marked 
swelling  of  the  tissues  of  the  neck.  An 
anesthesiologist  was  unable  to  pass  an 
endotracheal  tube,  and  the  patient  expired 
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before  tracheotomy  was  accomplished. 
Necropsy  revealed  congestive  failure,  lobar 
pneumonia,  and  severe  nephrosclerosis. 
The  patient  had  not  received  any  other 
drugs  in  the  hospital  but  had  been  given 
separate  injections  of  penicillin  and  a 
tetracycline  48  hours  before  admission. 
In  addition,  the  patient’s  physician  admin- 
istered meperidine  and  diphenhydramine 
by  injection,  for  analgesic  and  sedative 
effect,  about  6 hours  prior  to  death.  There 
was  no  personal  or  family  history  of  al- 
lergy, and  the  patient  had  not  been  pre- 
viously exposed  to  erythromycin.  In  ret- 
rospect, it  appears  that  this  patient  had 
a fulminating  malignant  hypertension  and 
congestive  failure  with  incidental  lobar 
pneumonia.  One  can  only  conjecture 
whether  or  not  the  erythromycin  propion- 
ate was  responsible  for  the  angioneurotic 
edema  which  resulted  in  death.  Allergic 
reactions  to  erythromycin  have  been  re- 
ported in  the  literature,4  and  one  fatal 
case  of  anaphylactic  shock  followed  an  in- 
tramuscular injection  of  erythromycin.^  In 
this  particular  case,  however,  the  role  of 
the  large  dose  administered  has  been  ques- 
tioned, rather  than  the  antibiotic  itself,  in 
producing  the  reaction.6 

Summary 

Phenoxymethyl  penicillin  and  erythro- 
mycin propionate  were  given  alternately 


to  70  adult  patients  admitted  to  the  Dela- 
ware Hospital  with  the  diagnosis  of  lobar 
pneumonia.  The  initial  dose  for  each 
drug  was  500  milligram  followed  by  250 
milligrams  every  6 hours.  In  39  of  the  70 
cases  a pneumococcus  was  isolated  from 
one  or  more  sources;  the  remaining  cases 
met  the  clinical  criteria  for  bacterial  pneu- 
monia. No  significant  difference  in  the  re- 
sults of  therapy  in  the  two  groups  was 
noted.  Sixty  of  the  70  patients  experienced 
a good  result,  3 had  a poor  result,  and  in 
the  remaining  7 we  were  unable  to  evaluate 
the  effectiveness  of  therapy.  There  was  a 
higher  incidence  (6:1)  of  minor  gastroin- 
testinal side  effects  in  the  patients  who 
received  erythromycin  than  in  those  given 
penicillin.  A 38-year  old  man  expired  with 
angioneurotic  edema  two  hours  following 
a 250-milligram  oral  dose  of  erythromycin 
propionate.  This  drug  could  not  conclusively 
be  implicated  as  the  etiologic  agent.  Ery- 
thromycin propionate  compared  favorably 
with  phenoxymethyl  penicillin  in  the  treat- 
ment of  lobar  pneumonia. 
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Vocational  rehabilitation  has  been  defined  as  “the  rendering  of  a 


physically  disabled  person  fit  to  engage  in  a remunerative  occupation.”  In 
some  patients,  physical  restoration  may  be  all  that  is  needed  to  assure 
their  successful  return  to  useful  activity. 

More  often  than  not,  however,  the  disabled  patient  needs  additional 
therapy  with  psychological,  educational  and  retraining  guidance  for  maximal 
recovery.  Increasingly,  American  communities  are  acquiring  facilities  and 
teams  of  people  professionally  trained  to  direct  individualized  and  inte- 
grated programs  so  as  to  return  disabled  men  and  women  to  useful  living. 

The  basic  steps  in  the  restoration  of  the  patient  with  a handicap, 
whether  from  chronic  disease  or  injury  are: 

1.  Institute  treatment  as  soon  as  the  patient’s  need  for  it  has  been 
identified.  He  should  not  be  unduly  exposed  to  the  disintegrating  effects  of 
needless  delay,  leading  to  idleness  and  hopelessness. 

2.  Combine  the  medical  diagnosis  with  the  diagnosis  of  vocational 
needs. 

3.  Supply  guidance  and  counseling.  The  disabled  person  needs  to 
understand  his  assets  and  liabilities,  the  cause  of  his  problems  and  the 
measures  necessary  to  correct  these  difficulties. 

4.  Restore  physical  needs,  including  prosthesis  when  necessary. 

5.  Train  him  both  mentally  and  physically  for  better  utilization  of 
his  skills,  the  development  of  new  capabilities. 

6.  Utilize  community  resources  for  the  auxiliary  services  required  by 
the  patient.  These  services  may  be  community  job  information,  transporta- 
tion, books,  maintenance,  occupational  tools,  licenses,  etc. 

7.  Place  him  in  useful  activity  consistent  with  his  ability  to  perform 
and  with  his  mental  temperament. 

8.  Follow  his  progress.  The  physician’s  total  responsibility  has  not 
been  met  until  the  patient  under  his  care  has  made  the  adjustments  to 
useful,  productive  living. 

Everyone  who  becomes  ill  or  injured  is  to  some  extent,  and  for  a 
variable  period  of  time,  dependent  upon  others.  The  dependency  can  be- 
come deeply  rooted  and  give  emotional  satisfaction  by  protecting  the 
individual  from  the  need  to  face  a competitive  world.  To  help  such  a patient 
regain  his  economic  usefulness  and  motivate  him  to  use  his  abilities,  calls 
for  a clear  understanding  of  the  psychologic  and  social  factors  involved. 
Here  the  therapist  must  apply  the  art  of  medicine  with  patience  and 
persistence. 
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MEDICAL  LEGISLATION  OF  INTEREST  TO 
THE  AUXILIARY  TO  THE  MEDICAL  SOCIETY 


Auxiliary  members  were  informed  in  the 
past  as  to  the  contents  of  the  Forand  Bill, 
and  why  Medicine  is  opposed  to  the  For- 
and-type  legislation.  There  is  no  doubt 
that  Auxiliary  members  gave  assistance  in 
Medicine’s  program  to  defeat  this  com- 
pulsory health  care  in  the  last  session  of 
Congress. 

However,  the  new  administration  and  the 
liberal  members  of  Congress  have  repeatedly 
made  public  statements  to  the  effect  that 
they  will  once  again  campaign  for  this  com- 
pulsory social  security  taxed  health  care 
plan. 

Each  new  administration  usually  makes 
a great  effort  to  enact  legislation  during  the 
first  90  days  after  Congress  convenes,  so 
we  may  expect  that  many  Forand-type  bills 
will  be  introduced  into  Congress  after  it 
convenes. 

1.  The  Kerr-Mills  Law  provides  legisla- 
tion which  will  help  every  aged  American 
who  needs  help  for  payment  of  health  care, 
and  not  just  the  60%  who  would  be  covered 
by  the  Forand  social  security  program. 

2.  The  program  is  voluntary — not  com- 
pusory. 

3.  It  will  be  administered  on  a local 
basis,  on  the  theory  that  each  state  knows 
its  own  particular  problem  better  than  the 
Federal  Government  does. 

4.  The  Kerr-Mills  Law  is  economical, 
with  local  controls  rather  than  Federal, 
and  will  be  helping  those  who  need  help, 
and  not  wasting  tax  dollars  for  those  who 
are  perfectly  willing  and  able  to  take  care 
of  their  own  health  care  costs. 

5.  The  quality  of  medical  care  under 
this  plan  will  be  far  superior  to  the  Forand- 
type  approach  which  would  be  Federally 
controlled  in  every  way. 

The  objectives  of  our  Medical  Auxiliary 
legislative  program  do  not  change.  They 
are: 


1.  To  assist  the  Medical  profession  in 
the  promotion  of  legislation  that  will  ad- 
vance the  type  of  medical  care  beneficial 
to  the  health  of  the  people. 

2.  To  inform  Auxiliary  members  on  legis- 
lative matters. 

3.  To  acquaint  the  public  with  views  of 
the  medical  profession  on  national  legisla- 
tion with  medical  implications. 

As  Auxiliary  members  we  must  be  ready 
for  any  activity  the  Medical  Society  assigns 
to  us.  Last  year  we  were  asked  to  write 
to  our  Congressmen,  and  we  should  be 
prepared  to  write  again,  covering  the  fol- 
lowing: 

Point  out  the  advantages  of  the  present 
Kerr-Mills  program. 

Express  opposition  to  compulsory  medi- 
cal care  for  the  aged,  and  cite  reasons  for 
the  opposition. 

In  making  up  your  own  mind  how  you 
feel  about  this  legislation,  aside  from  the 
fact  that  your  husband  is  a physician,  isn’t 
it  just  as  simple  as  deciding  whether  you 
would  prefer  voluntary  or  compulsory 
health  plans  for  you  and  your  family,  and 
acting  accordingly? 

Since  each  Auxiliary  member  is  a voter 
in  her  own  right  it  is  suggested  that  the 
individual  letters  which  the  members  write 
should  be  written  on  her  own  stationery, 
in  long  hand,  and  signed  in  her  own  name 
rather  than  that  of  her  husband  (Mrs.  Jane 
Doe,  rather  than  Mrs.  John  Doe). 

Mr.  Kennedy’s  program  for  the  medical 
field  includes: 

Raising  the  federal  grants  for  construc- 
tion, expansion,  and  modernization  of  medi- 
cal schools,  dental  schools,  and  schools  of 
public  health. 

Providing  grants  for  renovating  our  older 
hospitals.  New  hospital  construction  under 

(Continued  on  Page  62) 


56 


February,  1961 


^ ciitoriaU 


In  some  circumstances  of  civil  law,  a 
plaintiff  must  post  bond  to  insure  redress 
of  the  defendant  if  his  charges  prove  un- 
founded. In  a way,  it  is  unfortunate  that 
a physician,  whose  chief  asset  is  his  pro- 
fessional reputation,  is  denied  this  protec- 
tion. There  are  theoretic  and  practical 
objections,  not  the  least  of  which  is  a pa- 
tient’s right  to  justice  regardless  of  his 
ability  to  post  bond,  but  the  fact  remains 
that  no  physician  who  fights  a malpractice 
suit  in  court  emerges  unscarred.  His  guilt 
or  innocence  fails  to  eradicate  the  memory 
that  he  was  involved. 

To  his  many  grateful  patients  and  to 
his  colleagues,  many  of  whom  are  also  his 
patients,  Dr.  Dan  Preston’s  care  and  ability 
were  never  in  doubt.  The  high  regard  in 
which  he  is  held  is  reflected  in  part  by  his 
staff  positions  in  Wilmington  hospitals,  his 
past  vice-presidency  of  the  Medical  Society 
of  Delaware,  and  his  presidency-elect  of 
the  New  Castle  County  Medical  Society. 

Settlement  of  a malpractice  case  is  the 
easy  way  out.  It  attracts  little  publicity, 
and  is  considered  too  often,  even  when  the 
physician  is  in  the  right.  Maintenance  of 
the  professional  reputation  can  seem  that 
important.  The  willingness  to  go  to  court, 
to  defend  a position  because  it  is  right,  is 
the  best  possible  deterent  to  specious  mal- 
practice suits.  We  congratulate  Dr.  Dan 
for  displaying  this  willingness. 

One  of  the  most  frightening  things  about 
malpractice  suits,  to  the  doctor  involved, 
is  the  glare  of  newspaper  publicity  and  the 
distorted  image  it  sometimes  projects  to 
one’s  patients  and  colleagues.  Newspapers, 
after  all,  are  in  the  business  of  selling  news- 
papers, and  they  have  been  known  to  place 
undue  emphasis  on  the  sensational  aspects 
of  a story  for  the  sake  of  a good  headline. 


We  have  known  doctors  whose  handling  of 
cases  gained  something  in  their  own  re- 
ports. 

This  leads  us  to  comment  upon  the 
coverage  of  the  Preston  case  by  the  Wil- 
mington newspapers,  which  was,  we  felt, 
consistently  objective,  well-considered  and 
and  fair.  Too  many  hurt  feelings  have 
passed  back  and  forth  between  medicine 
and  the  press  to  overlook  this  opportunity 
to  offer  a sincere  “well-done”  to  reporters 
who,  it  seemed  to  us,  coped  so  well  with 
the  difficult  problem  of  honoring  the  pub- 
lic’s right  to  know  in  matters  of  public 
record  and  the  physician’s  need  to  have 
his  reputation  for  competence  intact  unless 
and  until  allegations  to  the  contrary  are 
proven. 

j-  > 

‘7  will  regard  his  offspring  even  as  my 
own  brethren.” 

Our  Society  joins  Dr.  Lawrence  J.  Jones 
in  a feeling  of  intense  pride  upon  the  pub- 
lication in  a national  medical  journal  of  an 
article  written  49  years  ago  by  a former 
member  of  our  society,  Dr.  John  J.  Jones. 
Mention  of  this  article  is  made  elsewhere 
in  this  issue  but  the  reader  is  urged  to 
consult  the  original  text  in  the  September, 
1960  issue  of  Surgery.  This  son  shows 
justified  pride  in  the  work  of  his  father. 

Getting  back  to  1961,  we  have  a father 
who  is  justifiably  proud  of  his  son.  In  the 
January  19th  issue  of  the  New  England 
Journal  of  Medicine , is  an  article  from  the 
Peter  Bent  Brigham  Hospital  by  Dr.  Robert 
B.  Flinn,  son  of  Dr.  Lewis  B.  Flinn,  and 
grandson  of  Dr.  Irvine  M.  Flinn.  This 
article  describes  an  important  piece  of 
clinical  investigation  which  will  have  far- 
reaching  effects.  Congratulations  to  the 
third  generation  of  an  outstanding  medical 
family. 

(Continued  on  Page  62) 
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The  Cart  Before 
The  Horse 


Collectors  Item 


AAMA  Material 
Available 


Participation 


Operation  With 
Hi-Fidelity 


An  Ounce  Of 
Prevention 


Trips  To  Europe 


Along  with  the  problem  of  a national  shortage  in  doctors,  is  the 
equally  pressing  problem — the  provision  of  an  adequate  supply  of 
teaching  personnel  to  staff  the  medical  faculties.  The  AAMC  Data- 
gram stated  that  851  budgeted  full-time  faculty  positions  were  un- 
filled for  the  academic  year  of  1959-60.  To  stimulate  any  significant 
increase  in  student  enrollments  without  providing  a correlated  in- 
crease in  medical  faculties  would  be  defeating  the  interests  of 
medical  education. 

Harry  J.  Repman,  M.D.,  is  an  authority  on  rifles  and  pistols.  His 
fine  collection  includes  guns  from  the  17th  Century;  a Mississippi 
rifle  used  in  the  Mexican  War;  a Pennsylvania  or  Kentucky  rifle;  a 
Springfield  rifle  used  in  the  Civil  War;  the  first  Winchester  pin-fired 
rifle  and  the  Yeager  rifle  used  by  the  Hessians  in  the  Revolutionary 
War.  Dr.  Repman  exhibited  his  collection  when  he  addressed  the 
Greenville  Lions  Club  on  the  topic  “The  Development  of  Firearms. 

A compilation  of  speeches  on  medical  office  management  and  patient 
relations  given  at  the  annual  convention  of  the  American  Association 
of  Medical  Assistants  in  Dallas,  Texas  last  October  is  now  available 
by  writing  Department  PR-1,  Lakeside  Laboratories,  Inc.,  1707  East 
North  Ave.,  Milwaukee  1,  Wis. 

According  to  the  National  Association  of  Blue  Shield  Plans,  over  two- 
thirds  of  the  1,330  trustees  serving  on  the  boards  of  local  plans  are 
physicians — a fact  which  indicates  the  extent  to  which  the  leadership 
and  guidance  of  doctors  has  contributed  to  the  development  of  the 
Blue  Shield  program. 

“Music  to  operate  by”  is  already  in  practice  at  Shadyside  Hospital, 
Pittsburgh,  where  physicians  now  work  to  the  tune  of  soft  music 
piped  into  the  operating  room.  The  music  seems  to  have  two  effects: 
soothing  the  patients  before  they  lose  consciousness,  and  relaxing 
the  surgeons  at  their  tiring  work. 

Physicians  are  urged  to  look  for  the  secret  alcoholic  among  patients 
under  their  care  for  other  reasons.  Information  leading  to  this  de- 
tection can  often  be  uncovered  when  taking  the  patient’s  history 
and  may  save  the  patient  from  further  grief  and  illness. 

Health  Information  for  Travel  in  Europe , a leaflet  listing  the  required 
and  recommended  immunizations  for  this  trip,  may  be  obtained 
for  5 cents  a copy  from  the  superintendent  of  Documents,  Govern- 
ment Printing  Office,  Washington  25,  D.C.. 
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Free  Care 
By  Physicians 


Personal 

Glimpses 


Shortage 


The  Drug  Age 


A nation-wide  sampling  of  private  practitioners  by  New  Medica 
Materia  showed  that  more  than  98%  of  all  American  physicians 
give  free  medical  care;  that  60%  devote  10%  or  more  of  their 
working  hours  to  free  service;  that  total  value  of  free  care  by  physi- 
cians has  increased  10.6%  in  the  last  five  years. 


Floyd  I.  Hudson,  M.D.,  and  William  O.  LaMotte,  Jr.,  M.D.,  (substi- 
tuting for  C.  J.  Prickett,  M.D.)  were  among  the  ten  delegates  repre- 
senting Delaware  at  the  January  White  House  Conference  on  Aging 
. . . Marjorie  Conrad,  M.D.,  addressed  the  Wilmington  Chapter  of 
the  American  Institute  of  Banking  on  the  uses  of  hypnosis  in  medi- 
cine and  allied  professions  and  gave  a demonstration  . . . Davis  G. 
Durham,  M.D.,  will  give  an  account  of  his  experience  aboard  the 
S.S.  Hope  in  Indonesia  at  the  annual  meeting  of  the  Academy  of 
Medicine,  March  7,  to  be  held  at  the  Academy  . . . Chester  R.  Deitz, 
M.D.,  has  been  named  director,  Wilmington  Child  Guidance  Center 

by  the  Welfare  Council  of  Delaware,  Inc Wallace  M.  Johnson, 

M.D.,  as  former  Mayor  of  Newark,  and  as  originator  of  the  Com- 
mittee for  Merit  Awards  of  Greater  Newark,  selected  the  recipient 
of  the  1960  Citizen  of  the  Year  Award  and  made  the  official  presen- 
tation at  a banquet  . . . Drs.  Otaker  J.  Poliak,  David  J.  Reinhardt, 
III  and  Arthur  Heather,  recipients  of  grants  for  heart  research,  ad- 
dressed a meeting  of  the  Delaware  Heart  Association  and  talked  on 
their  work  . . . Drs.  David  Levitsky,  Jason  L.  Campbell  and  A. 
Gerald  Lessey,  participated  in  a program  presented  by  the  Delaware 
Speech  and  Hearing  Association  in  cooperation  with  the  Medical 
Society  of  Delaware  held  in  the  Academy  of  Medicine  in  January 
. . . Lemuel  C.  McGee,  M.D.,  appears  in  the  January  7 issue  of 
JAMA  with  a discourse  on  Ramazzini,  the  “father  of  industrial 
medicine, ” as  an  addendum  to  the  editorial,  Via  Padua  . . . James 
E.  Marvil,  M.D.,  Laurel,  is  a member  of  the  board  of  directors, 
Alumni  Postgraduate  Association  of  the  Gill  Memorial  Eye,  Ear, 
Throat  Hospital  . . . Lewis  B.  Flinn,  M.D.,  has  recently  returned  from 
Uganda  where  he  has  been  visiting  his  new  grandchild  . . . Daniel 
J.  Preston,  M.D.,  gave  an  illustrated  talk  on  his  experiences  in 
Africa  to  the  women  of  Ascensian  Church,  Claymont. 


A thirty  percent  increase  in  the  number  of  doctors  entering  training 
programs  to  become  psychiatrists  is  reported  by  the  Joint  Informa- 
tion Service  of  the  American  Psychiatric  Association  and  the  NAMH. 
At  least  13,000  more  psychiatrists  are  needed,  says  the  Service — a 
figure  which  cannot  be  reached  at  the  present  rate  of  only  a little 
more  than  350  doctors  who  enter  the  psychiatric  ranks  each  year. 

More  specific  new  drugs  have  been  released  in  the  past  twenty  years 
than  in  all  recorded  medical  history,  according  to  Chain  Store  Age. 
A national  survey  has  revealed  that  four  out  of  five  drugs  used  today 
are  the  result  of  research  by  fifty-four  manufacturers  who  have  spent 
one  billion  dollars  in  drug  development  since  1950. 
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ANNOUNCEMENTS 


April  In  Paris 


Training  Program 


American  College 
Of  Surgeons 


Gill  Memorial 
Spring  Congress 


Medico-Legal 


Outing 


New  Officers 


A Post-Graduate  Seminar  in  Paris  April  4-16  will  be  sponsored  by 
the  Jefferson  Medical  College  of  Philadelphia.  The  seminar  is  open 
to  all  Jefferson  Alumni  as  well  as  faculty  members. 

A training  program  in  Radiation  Biology  and  Cancer  Related  Re- 
search, conducted  by  the  Bowman  Gray  School  of  Medicine,  will 
receive  applications  until  April  15  for  the  session  beginning  July  1, 
1961.  All  inquiries  may  be  directed  to:  Dr.  Donald  J.  Pizzarello, 
Executive  Director,  Bowman  Gray  School  of  Medicine,  Winston 
Salem,  N.C. 

Surgeons,  graduate  nurses,  and  related  medical  personnel  are  invited 
to  attend  the  annual  four-day  Section  Meeting  of  the  American  Col- 
lege of  Surgeons  in  Philadelphia,  March  6,  1961.  Headquarters  will 
be  the  Bellevue  Stratford,  Ben  Franklin,  and  Sylvania  Hotels,  with 
some  sessions  scheduled  at  leading  hospitals  in  the  city. 

The  Gill  Memorial,  Eye,  Ear  and  Throat  Hospital  will  hold  its  34th 
Annual  Spring  Congress  in  Ophthalmology  and  Otolaryngology  and 
Allied  Specialties,  April  10-15,  1961.  There  will  be  20  guest  speakers 
and  50  lecturers. 

One  of  three  regional  medico-legal  conferences  to  be  sponsored  by 
the  AM  A will  be  held  in  New  York  City  on  April  28-29.  Although 
the  final  agenda  is  incomplete,  the  program  will  include  Res  Ipsa 
Loquitur  in  Malpractice  Cases,  the  Use  and  Misuse  of  Demonstrative 
Evidence  in  Personal  Injury  Litigation,  Medical  Expert  Testimony, 
and  a discussion  of  the  twelve  most  important  cases  in  the  medico- 
legal field  decided  during  the  past  18  months. 

The  Delaware  Pharmaceutical  Society  will  be  host  at  an  inter-pro- 
fessional party  for  Delaware  physicians  June  18th  at  the  Lewes  farm 
of  Otis  Smith.  The  fun  will  start  at  2:00  p.m.  and  last  till  dusk.  The 
outing  is  a highlight  of  the  75th  Annual  Convention  of  the  Pharma- 
ceutical Society. 

The  Kent  County  Medical  Society  has  elected  the  following  officers 
for  1961;  Eugene  R.  McNinch,  M.D.,  president;  Otaker  J.  Poliak, 
M.D.,  vice-president;  Edward  S.  Dennis,  M.D.,  secretary-treasurer 
. . . Meetings  will  be  held  at  10:00  a.m.  on  the  third  Sunday,  Febru- 
ary, May,  October  and  December  at  the  Treadway  Inn,  Dover  . . . 
New  officers  of  the  Delaware  Diabetes  Association  are:  Charles  Levy, 
M.D.,  president;  William  T.  Hall,  M.D.,  vice-president;  Marvin  H. 
Dorph,  M.D.,  secretary;  Robert  Klingel,  M.D.,  assistant  secretary; 
Herbert  M.  Baganz,  M.D.,  treasurer  and  Edward  J.  Bohan,  M.D., 
liaison  . . . H.  Thomas  McGuire,  M.D.,  is  the  new  president  of  the 
Catholic  Physicians’  Guild,  succeeding  Peter  J.  Olivere,  M.D.,  James 
J.  Gallagher,  M.D.,  vice-president;  Charles  A.  R.  Skowron,  M.D., 
secretary  and  Stephen  W.  Bartoshesky,  treasurer. 
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Recent  Accessions  to  the  Library  of  the 
Delaware  Academy  of  Medicine 


Anatomy 

Walstenholme,  G.  E.  W.  and  O'Connor,  Cecilia 
M.,  eds.;  Ciba  Foundation  Symposium  on 
'Congenital  Malformations,  1960.  Little, 
Brown  and  Company 
Bacteriology  And  Immunology 

Ciba  Foundation : Cellular  Aspects  of  Im- 

munity, 1960. 

Jawetz,  Ernest;  Melnick,  Joseph  L.,  and  Adel- 
berg,  Edward  A.:  Review  of  Medical  Micro- 
biology, 4th  ed.,  1960.  Lange  Medical  Pub- 
lishers 

Willis,  A.  Trevor : Anaerobic  Bacteriology  in 
Clinical  Medicine,  1960.  Butterworth 
Biochemistry 

Jenkins,  Glenn  L.  and  Hartung,  Walter  H.: 
The  Chemistry  of  Organic  Medicinal  Pro- 
ducts, 3rd  ed.,  1941.  John  Wiley  and  Sons 
Cardiovascular  System 

Bakuler,  A.  N.:  Surgical  Treatment  of  Mitral 
Stenosis,  1958.  U.S.S.R.  Publishing  House  for 
Medical  Literature 

Hoffman,  Brian  F.  and  Cranefield,  Paul  F.: 
Electrophysiolgy  of  the  Heart,  1960.  Mc- 
Graw-Hill 

Jacobs,  A.  L. : Arterial  Embolism  in  the  Limbs, 

1959.  Williams  and  Wilkins 

Luisada,  Aldo  A.  and  Rosa,  Leslie  M.:  Treat- 
ment of  Cardiovascular  Emergencies,  1960. 
McGraw-Hill 

Ongley,  P.  A.;  Sprague,  Howard  B. ; Rappa- 
port,  M.  B.,  and  Nada,  A.  S . : Heart  Sounds 
and  Murmurs,  1960.  Grune  and  Stratton 

Sanger,  Paul  IF.;  Robicsek,  Francis;  Taylor, 
Frederick,  H.  and  V erhoeff , Dirk,  eds.:  Col- 
lected Works  on  Cardio-Pulmonary  Disease, 

1960.  Heineman  Foundation  Laboratories 
Dentistry 

Andersoyi,  George  M.\  Practical  Orthodontics, 
9th  ed.,  1960.  Mosby 

Bernier,  Joseph  L. : Tumors  of  the  Odontogenic 
Apparatus  and  Jaws,  1960.  Armed  Forces 
Institute  of  Pathology 

Blackman,  Sydney:  An  Atlas  of  Dental  and 
Oral  Radiology,  1959.  John  Wright  and  Sons 

Tylman,  Stanley  D.  and  Tylman,  Stanley  G.: 
Theory  and  Practice  of  Crown  and  Bridge 
Prosthodontics,  4th  ed.,  1960.  Mosby 
Endocrinology  And  Metabolism 

Ciba  Foundation:  Human  Pituitary  Hormons, 
1960.  Little,  Brown  and  Company 

Stansbury,  John  B.;  Wyngaarden,  James  B.; 
and  Fredickson,  Donald  S.,  eds.:  The  Meta- 
bolic Basis  of  Inherited  Diseases,  1960.  Mc- 
Graw-Hill 


Hematology 

Kato,  Katsuji:  Atlas  of  Clinical  Hematology, 
1960.  Grune  and  Stratton 
Smith,  Carl  H.:  Blood  Diseases  of  Infancy  and 
Childhood,  1960.  Mosby 
History  Of  Medicine 

Hochberg,  Lew  A.:  Thoracic  Surgery  before 
the  Twentieth  Century,  1960.  Vantage  Press 
Mendez,  Christobal:  Book  of  Bodily  Exercise 
1960.  Waverly  Press 
Industrial  Medicine 

Johnstone,  Rutherford  T.  and  Miller,  Seward 
E. : Occupational  Diseases  and  Industrial 

Medicine,  1960.  Saunders 
Medicine 

Edwards,  Joseph  C.:  Management  of  Hyper- 
tensive Diseases  1960.  Mosby 
Heather,  Arthur  J .:  Manual  of  Care  for  the 
Disabled  Patient,  1960.  MacMillan 
Snapper,  L:  Bedside  Medicine,  1960.  Grune 
and  Stratton 
Miscellaneous 

Bierring,  Walter  L.:  Rypin’s  Medical  Licensure 
Examinations,  9th  ed.  1960.  Lippincott 
Ellingson,  Harold  V.:  Medical  Problems  of 

Modern  Air  Travel,  1960.  F.  A.  Davis  Com- 
pany 

Kevorkian,  Jack:  Medical  Research  and  the 
Death  Penalty,  1960.  Vantage  Press 
Utkin,  I.  A.,  ed.:  Problems  of  Medicine  and 
Biology  in  Experiments  on  Monkeys,  1960. 
Pergamon  Press 
Musculoskeletal  System 

American  College  of  Surgeons,  Committee  on 
Trauma:  Management  of  Fractures  and  Soft 
Tissue  Injuries,  1960.  Saunders 
Neoplastic  Diseases  (See  also  Obstetrics  and 
Gynecology;  Pathology) 

Pack,  George  T.  and  Ariel,  Irving  M.,  eds.: 
Treatment  of  Cancer  and  Allied  Diseases, 
2nd  ed.,  Vol  IV.  Tumors  of  the  Breast, 
Chest  and  Esophagus,  1960.  Hoeber 
Nursing 

Britten,  Jessie  D.:  Practical  Notes  on  Nursing 
Procedures,  3rd  ed. 

Obstetrics  And  Gynecology 

Greenhill  J.  P.:  Obstetrics,  12th  ed.,  1960 

Saunders 

Hertig,  Arthur  T.  and  Gore,  Hazel:  Tumors  of 
the  Female  Sex  Organs,  Part  2,  1960.  Armed 
Forces  Institute  of  Pathology 

Pathology  (See  also  Obstetrics  and  Gynecology) 
Page,  Lat  B.  and  Culver  Perry  J.:  A Syllabus 
of  Laboratory  Examinations  in  Clinical 
Diagnosis,  1960.  Harvard  University  Press 
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Delaware  Medical  Journal 


Transactions  Seventh  Annual  Meeting  of  the 
Inter-Society  Cytology  Council , 1959 
Pediatrics 

Abramson,  Harold , ed.:  Resuscitation  of  the 
Newborn  Infant,  1960.  Mosby 

Krugman,  Saul  and  Ward,  Robert:  Infectious 
Diseases  of  Children,  2nd  ed.,  1960.  Mosby 

Vignec,  Alfred  J .:  Emergency  Syndromes  in 
Pediatric  Practice,  1959.  Landsberger  Medi- 
cal Books 
Pharmacology 

Innerfield,  Irving:  Enzymes  in  Clinical  Medi- 
cine, 1960.  McGraw-Hill 

Sunderman,  F.  William  and  Sunderman,  F. 
William,  Jr.,  eds.:  Lipids  and  the  Steroid 
Hormones  in  Clinical  Medicine,  1960.  Lip- 
pincott 
Physiology 

Academy  of  Sciences  U.S.S.R.:  Problems  of 
Evolution  of  Physiological  Functions,  1958. 

Ciba  Foundation  Symposium:  Haemopoiesis, 

1960.  Little,  Brown  and  Company 

Ciba  Foundation:  Regulation  of  the  Inorganic 
Ion  Content  cf  Cells,  1960.  Little,  Brown 
and  Company 

Strauss,  Bernard  S.:  An  Outline  of  Chemical 
Genetics,  1960.  Saunders 
Psychiatry 

Meares,  Ainslie:  A System  of  Medical  Hyp- 
nosis, 1960.  Saunders 


Saul,  Leon  J.:  Emotional  Maturity,  2nd  ed., 
1960.  Lippincott 
Radiology 

Andrews,  Gould  A.;  Brucer,  Marshall,  and  An- 
derson Elizabeth  B.,  ed.:  Radioisotopes  in 
Medicine,  1953,  United  States  Atomic  Energy 
Commission 
Respiratory  System 

Felson,  Benjamin:  Fundamentals  of  Chest 

Roentgenology,  1960.  Saunders 
Luchsinger,  Peter  C.  and  Moser,  Kenneth  M., 
eds.:  Respiration,  1960.  Mosby 
Surgery  (See  also  Cardiovascular  System) 

Artz  Curtis  P.  and  Hardy,  James  D.,  eds.: 
Complications  in  Surgery  and  Their  Man- 
agement, 1960.  Saunders 
Howard,  John  M.  and  Jordan,  Jr.,  George  L.: 
Surgical  Diseases  of  the  Pancreas  1960. 
Lippincott 
Urology 

Lawsley,  Oswald  S.  and  Kirwin,  Thomas  Jo- 
seph: Clinical  Urology,  3rd  ed.,  Vol.  1 and 
2,  1956.  Williams  and  Wilkins 
Metcoff,  Jack,  ed.:  Proceedings  of  the  Eleventh 
Annual  Conference  on  the  Nephrotic  Syn- 
drome, 1960.  National  Kidney  Diseases 
Foundation 

Quinn,  Edward  L.  and  Kass,  Edward  H.,  eds.: 
Biology  of  Pyelonephritis,  1960.  Little, 
Brown  and  Company 


AUXILIARY  AFFAIRS  (Continued) 

the  Hill-Burton  Act  has  gone  ahead,  but 
new  hospitals  are  not  enough. 

Providing  loans  and  scholarships  for 
medical  students  because  of  the  inhibitive 
cost  of  this  education  which  now  runs  to 
$12,000,  not  including  the  years  of  intern- 
ship and  special  study. 

Providing  long-term  grants  for  increased 
medical  research,  including  basic  research, 
with  more  money  available  for  longer  ex- 
periments and  more  equipment. 

Expanding  our  efforts  for  rehabilitation 
so  that  more  and  better  sources  are  avail- 
able. 

It  is  interesting  to  note  that  there  are 
eight  physicians  holding  congressional 
seats  during  the  coming  session,  including 
one  physician  from  Alaska  and  one  from 
Puerto  Rico. 

Mrs.  Sylvester  Rennie,  Chairman 
Committee  On  Legislation 


EDITORIALS  (Continued) 

Armed  only  with  a membership  roster 
of  the  Medical  Society,  pencil,  paper,  and 
a fair  memory,  we  were  able  to  come  up 
with  the  following  list  of  Delaware  medical 
families: 

In  Kent  County  we  have  the  McDaniel 
while  in  Sussex  we  have  the  Beebe,  James, 
and  Elliott  with  the  Waples  and  Hopkins 
families  in  the  not  too  distant  past.  In 
New  Castle  we  have  the  three  generations 
of  the  Flinns  with  Allen,  Jones,  Briggs, 
Pierson,  LaMotte,  Barsky,  Chipman,  Mc- 
Elfatrick,  and  Springer. 

We  make  no  claim  for  completeness  nor 
do  we  include  the  numerous  physicians 
whose  fathers  were  physicians  elsewhere. 
It  is  our  intention  to  show  that  even  a 
small  state  such  as  Delaware  can  boast  of 
many  fine  families  dedicated  to  the  practice 
of  medicine.  This  is  a healthy  trend  and 
one  which  we  hope  will  continue. 
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Elixir,  10  mg.  per  4 cc.;  2%  Ointment 
(water-miscible  base);  Kapscals  of  50  mg. 
BENADRYL  HC1  with  25  mg.  ephedrine 
sulfate.  INDICATIONS:  Allergic  diseases 
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ical  allergies,  and  allergic  transfusion  re- 
actions, also  postoperative  nausea  and  vom- 
iting, motion  sickness,  parkinsonism,  and 
quieting  emotionally  disturbed  children. 
Parenteral  administration  is  indicated 
where,  in  the  judgment  of  the  physician, 
prompt  action  is  necessary  and  oral  ther- 
apy would  be  inadequate.  DOSAGE:  Oral 
—adults,  25  to  50  mg.  three  or  four  times 
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Elixir  three  or  four  times  daily.  Paren- 
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400  mg.  daily.  High  doses 
may  be  required  in  acute,  gen- 
eralized or  chronic  urticaria. 


asthma,  and  status  asthmaticus. 
PRECAUTION:  Avoid  subcutaneous  or 
perivascular  injection.  Single  parenteral 
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cardiac  disease.  Products  containing 
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with  hypnotics  or  other  sedatives;  if  atro- 
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alertness  or  rapid,  accurate  response  (such 
as  driving).  Ointment  or  Cream  should 
not  be  applied  to  extensively  denuded  or 
weeping  skin  areas.  Preparations  con- 
taining ephedrine  are  subject  to  the 
same  contraindications  applicable  to 
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THE  CHALLENGE  OF  PULMONARY 
CARCINOMA+ 


• Overwhelming  evidence  implicates  smoking 
as  the  chief  etiological  factor  in  the  develop- 
ment of  cancer  of  the  respiratory  tract.  The 
author  recommends  the  elimination  of  smoking 
as  the  individual's  best  preventive  measure. 


Richard  H.  Overholt,  M.D. 


The  great  frequency,  the  reputed  low 
cure  rate,  and  the  preventability  of  cancer 
of  the  lung  presents  a most  unique  chal- 

fPresented  at  the  Delaware  Academy  of  Medicine,  Wilmington, 
Delaware  on  November  29,  I960. 

Richard  H.  Overholt,  M.D.,  received  his  medical 
training-  at  the  University  of  Nebraska.  Before 
moving  to  Boston  where  he  is  thoracic  surgeon 
to  Overholt  Thoracic  Clinic,  New  England  Dea- 
coness and  New  England  Baptist  Hospitals,  Dr. 
Overholt  interned  at  the  Pennsylvania  Hospital 
and  was  Fellow  and  assistant  instructor  in 
surgery  at  the  University  of  Pennsylvania.  He 
is  certified  by  the  American  Board  of  Thoracic 
Surgery. 


lenge.  Correlation  of  data  in  the  past 
three  decades  has  clarified  many  facets  of 
the  problem.  Doctors,  generally,  are  better 
prepared  to  find  early  and  localized  cancer. 
Surgeons  have  streamlined  diagnostic  and 
management  procedures.  By  setting  ahead 
the  time  schedule  of  treatment,  cure  can 
be  accomplished  with  less  sacrifice  of  pul- 
monary tissue.  There  is  definite  cause  for 
some  optimism. 

The  discussion  to  follow  is  based  upon 
an  experience  with  2083  cases  observed 
between  1932  and  July  1,  1960  and  will 
focus  on  the  following: 
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Figure  I 


Chest  films  in  this  case  show  that  a discovery  of  abnormal  area  of  density  in  right  lower  lung 
field  was  first  made  on  survey  film  in  1945,  and  again  in  1946.  The  1947  film,  shown  above, 
revealed  an  area  of  similar  size.  No  change  was  noted  in  a 1951  film.  However,  in  1956  the 
tumor  had  grown.  At  this  time  exploration  revealed  an  unresectable  adenocarcinoma.  The 
patient  succumbed  in  1958 — thirteen  years  after  the  discovery  film. 


1.  Rates  of  tumor  growth 

2.  Detection 

3.  Identification 

4.  Salvage  accomplishments 

5.  Prevention 

Rates  Of  Growth 

Several  years,  not  months,  measure  the 
growth  rate  of  a pulmonary  cancer.  The 
time  from  bronchial  metaplasia  to  carcin- 
oma in  situ,  to  a silent  radiologic  shadow 
extends  over  an  indeterminate  period. 
Then,  from  the  first  x-ray  evidence  of  its 
existence  to  a symptom  producing  cancer, 
the  time  interval  may  extend  over  many 
more  years.  There  is  sufficient  evidence 
to  support  this  conclusion. 

1.  The  multiple  section  and  microscopic 


examination  of  the  bronchial  system  of  in- 
dividuals coming  to  autopsy  for  other  rea- 
sons reveal  precancerous  changes  in  some. 
This  provides  an  advance  look  into  the 
time  schedule  of  growth. 

2.  Lungs  involved  with  primary  cancer, 
surgically  removed,  frequently  reveal 
structural  alterations  that  have  required 
long  periods  of  time  for  development;  such 
as,  inspissation  of  mucus  distal  to  obstruc- 
tion, fibrous  thickening  of  bronchial  walls, 
even  carnification. 

3.  Documentation  by  serial  film  of  an 
abnormality  actually  records  intervals  of 
their  existence.  In  many,  such  observa- 
tions have  extended  periods  of  several 
years.  In  Fig.  I is  shown  films  of  a case 
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in  which  serial  films  revealed  the  presence 
of  an  abnormality  for  a period  of  thirteen 
years.  The  substance  that  produced  the 
shadow  proved  to  be  an  adenocarcinoma. 

Detection  And  Identification 

Mass  screening,  by  collection  of  sputum 
or  bronchial  washings  and  their  miscro- 
scopic  examination,  is  not  feasible.  The 
time  required  for  each  search,  the  problem 
of  training  enough  cytologists,  and  the 
over-all  expense  are  insurmountable  fac- 
tors. Furthermore,  significant  high  false 
negative  tests,  in  early  and  localized  can- 
cer, makes  such  a method  unreliable  for 
mass  detection. 

The  early  discovery  of  a cancer  in  this 
location  can  best  be  accomplished  by  X-ray. 
The  inhaled  air  provides  a natural  media  of 
great  contrast.  If  the  lung  becomes  a site 
for  the  development  of  a neoplasm,  the 
alteration  in  density  makes  it  extremely 
vulnerable  for  detection.  A peripheral 
mass,  2 to  3 mm.  in  diameter,  will  cast  a 
direct  shadow.  Lesions  of  similar  small 
size,  which  occlude  a bronchus  with  result- 
ing segmental  or  lobar  atelectasis  produces 
even  more  striking  telltale  evidence.  The 
area  of  abnormal  density  is  then  magnified. 
Any  unexplained  persistent,  uncalcified 
area  of  density  discovered  in  the  chest  film 
of  an  adult  must  be  viewed  with  great  sus- 
picion. (Figure  II) 

After  the  discovery  film,  a supplementary 
radiologic  study  is  necessary  to  rule  out 
artifacts  and  densities  due  to  a localized 
pleural  or  interlobar  collection,  vascular 
abnormalities,  calcific  deposits  or  transient 
inflammatory  lesions.  Once  the  presence 
of  a bonafide  soft  area  of  density  has  be- 
come established  as  a fact,  its  cancer  po- 
tential must  be  weighed  against  the  time, 
expense,  and  the  discomfort  of  its  positive 
identification.  In  some,  the  diagnostic 
issue  can  be  settled  by  bronchoscopy;  in 
others,  cytology;  and  in  others,  by  biopsy 
of  the  cervical  node.  The  more  advanced 
the  case,  the  easier  it  is  to  obtain  tissue 
for  histologic  or  cytologic  study.  Con- 
versely, this  means  that  the  earlier  and 
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Figure  II 


This  silent  area  of  density  was  discovered  dur- 
ing a city-wide  survey  in  Boston  in  1949.  The 
substance  that  produced  the  shadow  in  this 
woman  patient,  aged  54,  was  an  adenocar- 
cinoma. The  lung  was  successfully  resected 
on  December  20,  1949. 

more  favorable  for  cure,  the  more  difficult 
it  is  to  establish  the  true  nature  of  the 
substance  that  has  produced  an  abnormal 
X-ray  shadow,  short  of  surgical  explora- 
tion. 

In  a recent  review  of  100  consecutive 
localized  cancers,  treated  in  our  clinic, 
it  was  found  that  the  majority  could  not 
be  positively  identified  prior  to  exploration. 
Of  that  number,  only  40  yielded  tissue 
bronchoscopically  or  secretions  positive  for 
tumor  cells.  In  60,  the  diagnosis  was  set- 
tled by  exploration  and  total  biopsy.  The 
most  realistic  and  direct  approach  for  the 
majority  of  cases  is  surgical  exposure  and 
an  appropriate  excision  of  the  cancer  bear- 
ing segment,  lobe,  or  lung.  The  risk  of 
the  exploration  alone  is  a fraction  of  1 per- 
cent. If  a cancer  is  found  and  a resection 
of  lung  is  necessary,  then  the  risk  is  still 
under  5 percent. 

Contraindications  To  Surgery 

When  faced  with  such  a lethal  disease 
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as  untreated  cancer  of  the  lung,  contrain- 
dications to  surgery  must  be  very  rigid. 
There  are  but  two  major  considerations 
which  are  as  follows: 

1.  Absolute  or  strong  presumptive  evi- 
dence of  disseminated  disease,  such  as  me- 
tastasis to  the  liver,  adrenals,  brain,  skin, 
pleura,  trachea,  contralateral  lung  or  bone 
(other  than  direct  extension  to  a rib  on 
the  ipsolateral  side).  The  presence  of 
metastasis  in  a cervical  node  or  an  exten- 
sion to  the  area  of  the  phrenic  or  recurrent 
nerves  does  not  necessarily  mean  that  the 
growth  is  beyond  surgical  bounds. 

2.  The  contralateral  lung  must  be  func- 
tionally adequate  if  total  pneumonectomy 
is  contemplated.  The  capacity  of  the  un- 
involved lung  is  difficult  to  assess  preopera- 
tively.  Then,  the  good  lung  and  the  heart 
carry  the  burden  of  the  sick  lung.  Dis- 
turbing factors  which  interfere  with  the 
function  of  the  better  side  include: 

a.  Reflex  bronchospasm. 


b.  Spill-over  of  secretions  from  involved 
to  contralateral  lung. 

c.  A faulty  0-  uptake  on  the  side  of 
bronchial  obstruction  by  tumor.  This 
acts  as  a vascular  shunt  increasing 
the  work  load  of  the  heart  and  the 
other  lung. 

d.  Infection  in  the  lung  which  harbors 
the  tumor. 

Actually,  very  few  patients  with  localized 
cancer  need  be  rejected  because  of  a ques- 
tionably reduced  pulmonary  reserve.  In 
many,  the  tumor  is  localized  to  a segment 
or  lobe,  thus  permitting  a limited  resection. 
Over  90  percent  of  the  victims  have  been 
smokers  and  have  acquired  emphysema,  a 
chemical  bronchitis  and  excessive  secre- 
tions. The  latter  are  reversible  to  some 
extent.  The  majority  of  patients  can  be 
improved  significantly  by  a few  days  or 
weeks  of  preparation  by  the  simple  expedi- 
ent of  having  them  abstain  totally  from 
the  use  of  tobacco  together  with  the  use 
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of  bronchodilators  and  intermittent  posi- 
tive pressure  breathing. 

Salvage  Rates 

Curability  of  cancer  of  the  lung  relates 
more  directly  to  the  extent  of  the  process 
found  at  the  time  of  surgical  intervention 
than  to  any  other  factor.  The  survival 
of  patients  treated  for  localized  cancer 
was  68  percent  at  the  three-year  follow-up 
and  53  percent  for  the  five-year  period.  In 
the  period  between  1932  and  I960,  31  per- 
cent of  all  patients  seen  were  rejected  for 
surgical  exploration  on  the  basis  of  dis- 
seminated disease  or  because  their  general 
condition  was  critically  poor.  In  Graph  I, 
is  shown  the  rates  of  survival  for  the  vari- 
ous groups  studied  and  treated  between 
1932  and  1955.  If  the  cancer  had  spread 
beyond  its  original  site  at  the  time  of  its 
removal,  almost  one-third  of  the  patients 
lived  more  than  three  years  and  about  1 
out  of  5 lived  more  than  five  years.  Also, 
of  those  who  ultimately  died,  there  was 
a significant  prolongation  of  life  over  those 
not  treated  surgically. 

At  the  top  of  Graph  I is  shown  the  sur- 
vival figures  for  cases  of  bronchial  adenomas 
which  comprised  slightly  under  5 percent 
of  all  the  primary  malignant  lesions  studied. 
The  five-year  cure  rate  for  that  group  was 
88  percent. 

Higher  Salvage  Rates  Possible 

1.  Improved  cure  rates  will  depend  upon 
earliest  possible  discovery,  preferably  be- 
fore symptoms  or  in  the  minimal  sympto- 
matic state.  Screening  should  be  concen- 
trated among  adult  smokers. 

2.  There  must  be  realization  of  the  fact 
that  a negative  bronchoscopic  examination 
or  negative  cytological  study  of  the  bron- 
chial secretions  does  not  rule  out  the  pres- 
ence of  cancer. 

3.  Diagnostic  thoracotomy  and  total 
hiopsy  of  the  substance  that  has  produced 
an  abnormal  area  of  radiologic  density  is 
the  only  way  to  settle  the  issue  success- 
fully for  many  patients. 


4.  Patients  with  a low  or  border  line 
pulmonary  reserve  can  be  benefitted  by  a 
few  days  or  weeks  of  total  abstinence  from 
the  inhalation  of  tobacco  smoke. 

5.  Survival  rates  can  be  improved  by 
insisting  that  patients  who  have  undergone 
surgery  do  not  smoke.  A cancer  may  de- 
velop at  various  sites  in  the  bronchial 
system  from  multiple  areas  of  metaplasia. 
More  than  one  area  of  malignant  transfor- 
mation can  be  initiated  independently  but 
each  with  a variable  time  schedule  both 
as  to  onset  and  rate  of  growth.  It  is  im- 
portant that  patients  in  whom  one  cancer 
has  been  removed  be  advised  to  protect 
the  remaining  bronchial  system  from  the 
chemical  irritation  of  smoke. 

Prophylaxis 

There  is  overwhelming  evidence  that 
implicates  smoking  as  the  chief  etiological 
factor  in  the  development  of  cancer  of  the 
respiratory  tract.  The  association  is  far 
greater  when  there  is  inhalation  of  cigarette 
smoke,  day  in,  day  out,  and  the  practice 
is  indulged  in  over  periods  of  years.  The 
non-smoker  has  a lower  incidence  of  lung 
cancer  than  the  smoker  in  all  controlled 
studies,  whether  collected  in  rural  or  ur- 
ban areas,  in  occupational  groups  or  cor- 
related by  sex.  Abandonment  of  cigarette 
usage,  even  after  long  exposure,  is  bene- 
ficial. No  method  of  treating  tobacco  or 
filtering  the  smoke  has  been  demonstrated 
to  be  effective  in  significantly  reducing  the 
risk  of  lung  cancer.  Most  individuals  who 
shift  from  regulars  to  filters,  increase  the 
daily  consumption  in  order  to  satisfy  the 
requirements  of  their  addiction  to  nicotine. 
The  overall  intake  of  carcinogens  is,  there- 
fore, not  lowered. 

Unless  a safe  cigarette  is  produced,  the 
individual’s  risk  of  lung  cancer  can  best 
be  reduced  by  the  elimination  of  smoking. 
Doctors  should  so  advise  their  patients, 
their  relations,  and  their  friends.  The 
greatest  strides  in  the  future  control  of 
cancer  in  this  location  will  be  in  the  field 
of  prevention. 
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• Separating  the  cases  of  treatable  hyperten- 
sion from  the  great  group  of  hypertensive 
patients  is  becoming  a greater  responsibility 
for  all  physicians  as  treatment  improves. 


HYPERTENSION  CURED  BY  RESTORATION  OF 
CIRCULATION  TO  A KIDNEY 


Williford  Eppes,  M.D. 


One  of  the  most  significant  advances  of 
recent  years  in  the  field  of  hypertension 
has  been  in  the  recognition  and  surgical 
treatment  of  occlusive  disease  of  the  larger 
renal  arteries.  The  pure  clinical  counter- 
part of  the  experimental  hypertension  pro- 
duced by  Goldblatt1  can  be  reversed  either 
by  nephrectomy  or  by  restoration  of  the 
circulation  if  neither  kidney  is  damaged. 
The  extensive  investigations  of  Page2*3  and 
others  4>5  have  elucidated  the  humoral 
mechanisms  involved  in  the  production 
of  hypertension  by  a kidney  subjected  to 
hypotension  or  even  a decrease  in  pulse 
pressure. 

Proper  separation  of  cases  of  relatively 

Williford  Eppes,  M.D.,  University  of  Mary- 
land, ’47,  received  his  internship  at  State  Uni- 
versity of  Iowa  Hospital  and  his  residency  in 
medicine  at  that  institution  and  the  University 
of  Maryland  Hospital.  He  served  with  the  8th 
Army  in  Korea  and  later  as  chief  of  the  general 
medical  section  at  William  Beaumont  Army  Hos- 
pital in  El  Paso.  Dr.  Eppes  is  certified  by  the 
American  Board  of  Internal  Medicine  and  prior 
to  entering  private  practice  in  Newark,  was 
with  the  VA  Hospital,  Wilmington. 


rare  renal  circulatory  lesions  from  the 
numerous  hypertensive  patients  has  re- 
ceived much  attention  in  the  large  teach- 
ing centers  with  recent  rewarding  results. 
The  relative  merits  of  the  various  special 
diagnostic  procedures  have  yet  to  be  set- 
tled. Differential  renal  sodium  and  water 
excretion,6  aortography,3  other  differential 
renal  function  studies7  and  radioactive  Dio- 
drast  screening,8  each  have  their  advocates. 
However,  the  clinical  criteria  which  would 
lead  to  suspicion  of  renal  circulatory  lesion 
and  to  the  performance  of  one  or  all  of 
the  special  tests  are  well  established  by 
the  data  from  increasingly  large  series  of 
cases  reported.3’6-7’9’10’11 

The  most  often  repeated  criteria  are: 

1.  Hypertension  of  sudden  onset  or  sud- 
den worsening,  particularly  with  rapid 
progression  and  development  of  al- 
buminuria, retinopathy  or  encephalo- 
pathy. 

2.  Onset  of  hypertension  before  age  30 
or  after  age  55. 

3.  Source  of  emboli,  history  of  abdomi- 
nal pain,  or  trauma  to  the  kidneys 
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preceding  hypertension. 

4.  Whenever  there  is  disparity  in  the 
size  of  excretory  function  of  the  two 
kidneys  by  I.V.  Urogram. 

It  is  quite  probable  that  the  application 
of  these  criteria  to  the  great  volume  of 
hypertensive  patients  seen  in  private  prac- 
tice and  in  community  hospitals  could  lead 
to  an  increase  in  the  number  of  “cures”  of 
hypertension. 

The  following  single  case  report  is  sub- 
mitted as  an  example,  feeling  that  it  will 
emphasize  the  importance  of  suspicion  of 
this  mechanism  as  a cause  of  hypertension. 
The  normality  of  the  routine  studies  form- 
erly recommended  in  thorough  workup  of 
hypertensive  patients  is  also  emphasized, 
as  is  the  difficulty  sometimes  encountered 
in  performing  and  interpreting  the  special 
studies  which  lead  to  the  diagnosis. 

Case  Report 

The  patient,  a 21  year  old  woman,  was 
a secretarial  worker  for  the  duPont  Com- 
pany. Her  past  health  had  been  good  with 
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no  history  of  renal  trauma  or  sudden  flank 
pain.  Fortunately,  she  had  been  closely 
observed  by  routine  annual  physical  ex- 
aminations at  her  place  of  employment. 
Data  supplied  by  her  industrial  physician 
indicated  she  had  albuminuria  frequently 
since  March,  1957,  while  hypertension  first 
appeared  in  February,  1960.  Because  of 
the  hypertension  and  minimal  symptoms  of 
headache  and  ankle  swelling,  she  was  ad- 
mitted to  her  community  hospital  in  March, 
1960. 

Her  admission  blood  pressure  was 
200/140.  Except  for  slight  ankle  edema, 
the  remainder  of  the  physical  examination 
was  normal.  The  optic  fundi  showed  no 
hypertensive  changes. 

Laboratory  Findings 

Laboratory  findings  were  as  follows: 
Urinalysis  showed  1+  albumin,  was  nega- 
tive for  sugar,  showed  9 to  10  white  blood 
cells  per  high  powered  field  on  the  centri- 
fuged sediment.  Hemoglobin,  hematocrit, 
white  blood  count  and  differential  were 
normal.  Blood  urea  nitrogen  was  6.5  mg.%. 
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A chest  x-ray  was  normal.  P.S.P.  test 
revealed  20%  of  the  dye  excreted  in  15 
minutes;  45%  in  one  hour.  On  a urine 
concentration  test,  specific  gravity  reached 
1.024  without  albumin.  Urine  culture  was 
sterile.  An  intravenous  urogram  was  nor- 
mal. Regitine  test  for  pheochromocytoma 
was  negative. 

The  hypertension  did  not  subside  mark- 
edly with  bedrest,  sedation  and  antihyper- 
tensive therapy.  Because  of  continued 
suspicion  of  a possible  renal  cause  of  her 
hypertension,  she  was  referred  to  a ur- 
ologist for  differential  renal  function  studies 
and  aortography. 

Four  separate  “Howard”6  tests  were  run 
in  the  course  of  two  cystoscopies.  Each 
time  bleeding  or  leakage  around  the  ure- 
teral catheter  prevented  collection  of  con- 
clusive data.  The  results  did  suggest  per- 


Figure  II 


sistently  lower  total  volume  and  sodium 
concentration  in  the  urine  from  the  right 
kidney.  Translumbar  aortography  for 
visualization  of  the  renal  arteries  was  at- 
tempted but  unsuccessful.  The  dye  was 
injected  under  pressure  into  the  lumbar 
tissues  when  the  needle  slipped  out  of  the 
aorta.  At  this  point,  both  the  patient 
and  her  physicians,  were  tempted  to  settle 
for  a diagnosis  of  essential  hypertension. 
However,  a second  attempt  at  aortography 
on  May  25,  1960,  was  successful.  A two 
cm.  stenosis  of  the  midportion  of  the  right 


renal  artery  was  demonstrated  as  a possible 
cause  of  a “Goldblatt  kidney.”  (Figure  I) 

The  patient  was  referred  for  vascular 
surgery  to  Dr.  Paul  Nemir,  Jr.,  at  the 
Graduate  Hospital,  University  of  Pennsyl- 
vania. He  concurred  in  the  diagnosis  and 
on  June  10,  1960,  placed  a bypass  Teflon 
graft  beyond  the  stenosis.  Figure  II  shows 
the  diagram  of  the  operative  findings  and 
operative  procedure.  (Figure  II) 

Immediately  post-operative,  her  blood 
pressure  remained  mildly  hypertensive  in 
the  range  of  150  systolic  over  90  to  100 
mm.  diastolic.  The  urine  became  free  of 
albumin  and  remained  so.  Gradually  over 
the  next  three  weeks,  her  blood  pressure 
subsided  to  normal.  Symptoms  of  head- 
ache and  edema  disappeared.  Since  July, 
1960,  frequent  pressure  readings  taken  by 
her  industrial  physician  on  the  job  have 
averaged  114/76  in  the  right  arm  and 
118/80  in  the  left.  At  the  time  of  publica- 
tion, she  has  remained  asymptomatic  and 
normotensive  five  months. 

Discussion 

As  the  operative  procedure  in  this  case 
consisted  of  bypass  without  excision  of  the 
renal  artery  stenosis,  the  pathology  of  the 
stenotic  lesion  must  remain  in  doubt.  At 
operation,  Dr.  Nemir  described  the  lesion 
as  a stenosis  of  rope-like  consistency  with 
a small,  though  otherwise  normal,  renal 
artery  distal,  and  normal  artery  proximal 
to  the  stenosis.  The  marked  similarity  of 
this  case  to  Case  No.  3 of  DeCamp  and 
Birchall9  in  age,  history,  aortographic  and 
operative  findings  would  influence  me  to 
presume  that  the  pathology  might  be 
similar.  In  their  case,  a two  cm.  segment 
of  the  right  renal  artery,  which  was  excised 
for  an  end-to-end  anastomotic  procedure, 
showed  “extensive  fibromuscular  prolifera- 
tion of  the  media  with  no  change  of  note 
in  the  intima.”  It  was  felt  to  represent  a 
case  of  congenital  stenosis  of  the  renal 
artery.  Yendt,11  et  al,  were  more  impressed 
by  what  they  felt  to  be  a degenerative  pro- 
cess in  the  elastica  and  possibly  the  media. 
They  assumed  that  hemorrhage  had  oc- 


70 


March,  1961 


Hypertension  Cured  by  Restoration  of  Circulation  to  a Kidney  — Eppes 


curred  into  the  arterial  wall  with  subse- 
quent organization  causing  bilateral  renal 
arterial  stenosis  in  three  young  women, 
that  arteriosclerotic  plaques  are  by  far  the 
most  common  arterial  lesion,  producing 
renal  arterial  narrowing. 

Reported  Cases  Mounting 

The  number  of  reported  cases  of  hyper- 
tension cured  or  markedly  improved  by 
nephrectomy  has  mounted  into  hundreds. 
Reports  of  restoration  of  circulation  to  one 
or  both  kidneys  by  vascular  surgical  tech- 
niques are  becoming  more  frequent  since 
first  reported  in  1954  by  Freeman.12  Re- 
ports of  twenty-five  cases  were  found  at 
the  time  of  this  writing  with  at  least  fif- 
teen successful  in  restoring  blood  pressure 
to  normal  or  near-normal  levels. 

DeCamp  and  Birchall8  have  emphasized 
the  importance  of  saving  kidneys  by  using 
restorative  vascular  surgery  when  possible. 
They  also  emphasize  the  use  of  natural 
tissues  with  end-to-end  anastomosis  or 
splenic  artery  replacement  of  the  left,  or 
even  right,  renal  artery.  They  have  care- 
fully pointed  out  that  the  kidney  beyond  a 
renal  arterial  stenosis  is  often  the  better 
of  the  two  kidneys,  protected  from  develop- 
ment of  nephrosclerosis  by  the  obstruction. 
It  seems  probable  that  it  may  in  some 
future  cases  prove  feasible  to  restore  cir- 
culation to  a hypotensive  kidney  and  re- 
move the  other  or  “normal”  kidney  in  which 
necrotizing  arterolitis  had  set  in.  Such  a 
hypothetical  situation  has  experimental 
backing  in  the  work  of  Floyer.13  He  found 
that  if  a clip  were  left  on  a renal  artery  in 
rats  more  than  eight  weeks,  removal  of 
the  clip  left  50%  of  the  rats  still  hyper- 
tensive. Then  removal  of  the  previously 
unobstructed  kidney  resulted  in  return  of 
pressure  to  normal  in  some  rats.  Neph- 
rectomy on  the  side  of  obstruction  was  of 
no  value. 

The  importance  of  permanent  adequate 
restoration  of  circulation  to  the  hypoten- 
sive kidney  is  apparent.  How  “perman- 
ent” plastic  prostheses  as  used  in  this  case 
will  be  is  not  yet  determined.  Careful 


follow-up  reports  on  these  cases  of  re- 
stored renal  circulation  by  various  methods 
of  vascular  surgery  will  determine  the  feas- 
ability  of  future  variation.  Biopsy  of  both 
kidneys  at  the  time  of  surgery  would  pos- 
sibly be  of  help  in  the  study  of  this  aspect 
of  the  problem. 

Summary 

A case  of  severe  hypertension  in  a young 
woman  due  to  stenosis  of  the  right  renal 
artery  is  reported.  Blood  pressure  was  re- 
stored to  normal  by  insertion  of  a Teflon 
prosthesis  to  by-pass  the  stenosis.  The 
value  of  reconstructive  vascular  surgery  is 
discussed  and  some  speculation  on  the 
future  of  such  surgery  is  made. 
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ADENDUM 

Since  the  original  writing  of  this  report,  the  excellent  studies 
of  Drs.  Morris,  Cooley,  De  Bakey  and  Crawford  have  appeared 
from  Baylor  University  Hospital.  Their  total  of  patients  treated 
by  revascularization  of  one  or  both  kidneys  now  exceeds  60  with 
82%  having  been  restored  to  normotensive.  A great  majority  of 
their  cases  have  been  in  the  arteriosclerotic  age  and  etiologic 
groups,  and  many  have  required  additional  aortic  and  iliac 
revascularization  procedures. 
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THE  PSYCHOTHERAPEUTIC  AGENT 


• The  physician  should  understand  the  basic 
actions  of  the  various  groups  of  pychothera- 
peutic  drugs  and  not  use  them  indiscriminately 
or  prescribe  them  on  the  basis  of  name  or 
potency  alone.  There  should  be  an  increasing 
awareness  of  their  important  side  effects,  some 
of  which  may  have  potential  medico-legal 
implications. 


Walter  J.  Levinsky,  M.D. 


I would  like  to  discuss  the  office  use  and 
abuse  of  some  of  the  common  psychother- 
apeutic agents.  What  are  they?  How  do 
they  work?  When  do  you  use  them?  What 
side  effects  do  you  get? 

Most  of  the  knowledge  that  we  have  on 
this  subject  has  been  learned  since  our 
graduation  from  medical  school.  Our 
sources  of  information  are  usually  samples, 
advertisements,  contact  with  detail  men 
and  exhibits.  I would  like  to  take  you 
through  some  of  the  very  simplified  basic 
physiology  on  how  some  of  these  agents 
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work.  First  of  all,  there  are  five  major 
groups  that  I wish  to  discuss.  There  are 
the  Phenothiazines,  the  Rauwolfia  group, 
the  substituted  Propandiols,  the  Antide- 
pressants and  finally  the  Barbiturates. 

This  is  a simple  scheme  adapted  from 
the  work  of  Dr.  Himwich.  This  may  be 
helpful  as  a rational  basis  for  prescribing 
some  of  these  agents.  The  illustration 
(Figure  I)  will  attempt  to  demonstrate 
some  pain  and  emotional  pathways.  We 
may  start  by  a simple  pain  reflex,  as  illus- 
trated by  a pin  prick  of  the  finger.  An 
immediate  withdraw  results.  There  is  no 
emotional  part  to  this  reflex.  This  is  an 
automatic  reflex  with  pain  going  up  the 
sensory  pathways  of  the  cord  to  the  thal- 
amus, thence  to  the  cortex  with  a subse- 
quent response  via  the  pyramidal  path- 
ways, and  instant  muscle  response  and 
withdrawal. 
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Figure  I 


Now  let  us  go  into  this  further  and  put 
in  an  emotional  part  of  this  pain  syndrome. 
How  does  the  mind  react  to  this  pain? 
This  may  be  shown  by  pain  coming  up  the 
sensory  pathways  with  some  fibers  given 
off  to  the  mid-brain  reticular  substance 
(reticular  activating  substance).  This  is 
one  of  the  unconscious  or  the  emotional 
parts  of  pain.  From  here  it  travels  to  the 
thalamus,  then  via  the  thalamo-cortical 
projections;  we  may  then  perceive  it  in 
the  cortex.  The  Phenothiazines  work  in 
this  area  by  depressing  the  reactivity  and 
therefore  blocking  the  emotional  response. 
The  Rauwolfia  derivatives,  on  the  other 
hand,  tend  to  excite  this  area.  If  this 
area  is  depressed,  the  patient  is  languid; 
if  it  is  excited,  he  is  alert. 

Now  we  come  into  still  more  exciting 
factors  regarding  the  emotions  and  pain. 
The  limbic  system  or  Papez  Circuit  is  de- 
rived from  the  early  brain  or  rhinencepha- 
lon.  This  is  the  smell  brain  of  our  ancestors. 


This  circuit  is  one  of  the  basic  seats  of  our 
emotions.  If  one  area,  the  amygdala,  is 
obliterated  in  the  animal  it  becomes  placid. 
If  an  associated  area,  the  septum,  is  ob- 
literated we  have  a rage  reaction  in  the 
animal.  (The  amygdala,  hypocampus,  for- 
nix, mamillary  body,  thalamus  and  cingu- 
late gyrus  compose  the  so-called  Papez 
Circuit.)  The  abnormal  emotional  re- 
sponse in  schizophrenia  and  the  psychoses 
such  as  hallucinations  and  abnormal  be- 
havior are  thought  by  many  to  originate 
in  this  area.  The  Phenothiazines  and  the 
Rauwolfias  produce  electrical  convulsive 
activity  here.  By  producing  this  electrical 
activity,  the  emotional  response  such  as 
the  hallucinations  are  supposedly  blocked. 
Perhaps  that  is  why  these  two  drugs  are 
particularly  useful  in  the  treatment  of 
psychotic  individuals. 

You  will  notice  that  through  all  of  this, 
I have  mentioned  very  little  regarding 
the  cortex.  Most  of  the  so-called  tran- 


March,  1961 


73 


Delaware  Medical  Journal 


quilizers  do  not  work  on  the  cortex  but 
work  primarily  at  subcortical  levels  as  de- 
scribed. The  barbiturates,  on  the  other 
hand,  depress  everything  including  the 
cortex,  limbic  system,  Papez  Circuit,  thal- 
amus, hypothalamus,  etc.  Meprobamate 
works  on  this  area  by  only  mildly  depres- 
sing it  and  thus  tending  to  block  a painful 
situation. 

The  basic  seat  of  our  emotional  problems 
rests  in  the  hypothalamus.  Almost  all  of 
the  reflexes  of  pain  and  emotional  stress  are 
funneled  to  this  site.  This  is  the  “fight 
or  flight”  part  of  the  brain.  It  controls 
blood  sugar,  respiration,  appetite,  and  also 
has  an  effect  on  pituitary  endocrine  func- 
tion. Almost  all  of  the  abnormal  or  normal 
stimuli  that  enter  the  Papez  System  and 
reticular  substance  make  their  circuit  and 
end  up  in  the  hypothalamus.  The  Pheno- 
thiazines,  Rauwolfias  and  Barbiturates  de- 
press this  area.  Meprobamate  has  little 
effect  here. 

We  now  come  into  a different  sphere  of 
the  so-called  Neurohormones  or  MAO  sub- 
stances. They  are  most  heavily  concen- 
trated in  the  region  of  the  thalamus,  hypo- 
thalamus and  limbic  system.  These  are 
namely  Serotonin  and  Norepinephrine; 
however,  there  are  three  or  four  other 
ones.  Like  the  Amphetamines  (Dexe- 
drine)  they  ameliorate  the  mood.  The 
Monomine  Oxidase  Inhibitors  (MAO)  work 
at  these  sites  by  blocking  the  destruction 
of  these  substances.  The  Phenothiazines, 
on  the  other  hand,  block  their  action.  The 
Rauwolfias  deplete  the  source  or  depots, 
of  these  neurohormones.  Because  of  this 
action,  the  Phenothiazines  and  Rauwolfia 
derivatives  tend  to  depress  the  patient. 

Listed  are  some  of  the  common  Pheno- 
thiazines. They  work  well  in  the  agitated, 
hyperkinetic,  tense  and  anxious  individual, 
and  have  a real  place  in  the  treatment  of 
psychosis.  They  should  not  be  used  in 
patients  with  significant  depression.  Sig- 
nificant side  effects  may  occur.  Thorazine 
can  give  a very  serious  liver  toxicity  which 
mimics  obstructive  jaundice.  It  is  chemi- 


Figure  II 

PHENOTHIAZINES 


Chlorpromazine 

Mephazine 

Perphenazine 

Prochlorperazine 

Promazine 

Triflupromazine 

Promethazine 

Thiopropazate 

Trifluperazine 

Fluphenazine 

Methoxypromazine 

Thioridazine 


(Thorazine) 

(Pacatal) 

(Trilifon) 

(Compazine) 

(Sparine) 

( Vesprin) 

(Phenergan) 

(Dartal) 

(Stelazine) 

(Permatil) 

(Tentone) 

(Mellaril) 


cally  impossible  to  differentiate  the  two. 
Phenergan  has  good  anti-emetic  and  anti- 
histamine effects.  Permatil  is  one  of  the 
most  potent  of  this  group.  Most  of  these 
substances  can  mimic  Parkinson’s  Disease 
(rigidity,  tremors,  fixed  facies).  These 
substances  can  (in  spite  of  the  advertise- 
ments that  claim  no  side  effects)  create 
drowsiness,  tachycardia,  and  almost  all 
of  them  will  cause  constipation.  Know 
one  of  them  well.  Do  not  use  this  group 
in  depressed  patients.  Realize  that  there 
may  be  significant  side  effects. 


Figure  III 

RAUWOLFIA  DERIVATIVES 


Crude  Drug 
Purified  Extract 
Reserpine 


Deserpidine 

Rescinnamine 

Syrosingopine 


(Raudixin) 
(Rauwiloid) 
(Reserpoid,  Sandril, 
Serpasil,  Serpaloid, 
Serfin) 

(Harmonyl) 

(Moderil) 

(Singoserp) 


The  Rauwolfia  derivatives  comprise  the 
next  group.  They  again  are  most  useful 
in  the  hyperkinetc,  anxious  individual 
and  in  the  psychotic.  Moderil  (Rescin- 
namine) and  Singoserp  (Syrosingopine) 
have  the  unusual  quality  of  lacking  signifi- 
cant depression.  They  work  mostly  on  a 
peripheral  basis,  and  in  my  opinion  are 
the  agents  of  choice  in  the  Rauwolfia 
treatment  of  hypertension. 
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About  two  years  ago,  I had  a patient 
who  was  admitted  to  a hospital  in  Phila- 
delphia for  electro-shock  therapy.  He  was 
a business  man  who  was  withdrawn,  tear- 
ful, depressed  and  melancholic.  He  stayed 
one  day  and  signed  out.  I saw  him  about 
a week  later,  very  depressed  and  in  obvious 
need  of  psychiatric  care.  He  also  com- 
plained of  an  intolerable  stuffiness  of  his 
nose,  (which  was  an  important  clue).  The 
man  had  hypertension  for  which  he  was 
receiving  four  Reserpine  tablets  daily.  The 
Reserpine  was  withdrawn  and  in  about 
two  weeks  the  man  returned  to  his  normal 
activities. 


These  agents  can  activate  ulcer  disease, 
cause  diarrhea,  nightmares,  sialorrhea, 
stuffiness  of  the  nose  and  lethargy.  They 
may  create  a Parkinsonian-like  picture. 
Do  not  use  these  agents  in  depressed  pa- 
tients. The  psychiatrist  may  say  that  in 
an  agitated  and  hyperkinetic  patient  there 
may  be  an  underlying  depression.  It  may 
be  difficult  at  times  to  ascertain  this;  how- 
ever, it  would  be  wise  to  avoid  the  Rau- 
wolfia  group  of  drugs  in  the  obviously 
depressed  individual. 


Figure  IV 

SUBSTITUTED  DIOLS  AND  OTHERS 


Azacyclonal 

Benactyzine 

Doxylamine 

Hydroxyzine 

Chlormethazone 

Chlordiazepoxide 

Mephanesin 

Meprobamate 

Phenylglycodal 

Amphenidone 

Ethylcamate 


(Frenquel) 

(Suavitol) 

(Deprol) 
(Decapryn) 
(Atatrax,  Vistaril) 
(Trancopal) 
(Librium) 

( Tolserol ) 

(Equanil,  Miltown, 
Mephrospan ) 
(Ultran) 

(Dornwal) 

(Striatran) 


We  all  remember  Tolserol  (Mephanesin). 
Many  of  the  above  are  derivatives  of  this 
basic  substance  and  lie  somewhere  between 
the  barbiturates  and  Mephanesin  in  thera- 
peutic effect  They  act  primarily  at  the 
innernuncial  neurone  level  in  the  spinal 


cord.  They  are  good  skeletal  muscle  re- 
laxants.  They  have  a minimal  central  ef- 
fect, mainly,  working  on  the  Papez  (lim- 
bic) areas  and  have  some  anti-convulsant 
effect.  Some  can  control  petit  mal.  An 
individual  on  long  term,  high  dosage  ther- 
apy who  is  suddenly  withdrawn  may  de- 
velop grand  mal  seizures.  Some  dependence 
can  develop  with  these  agents.  It  might  be 
well  to  note  that  occasionally  these  agents 
are  taken  with  suicidal  intent.  Meproba- 
mate, in  particular,  should  be  mentioned. 
Severe  hypotension  is  most  striking  in  the 
person  who  has  had  an  overdose  of  Mepro- 
bamate. One  is  apt  to  see  a comatose  pa- 
tient with  all  vital  functions  preserved, 
but  demonstrating  severe  hypotension.  If 
one  can  control  the  hypotension  with  ade- 
quate vasopressor  therapy,  the  patient  will 
invariably  recover. 

Librium  is  now  in  popular  use.  I would 
like  to  mention  a recent  article  on  some 
significant  side  effects.  Sixty  patients 
who  were  observed  over  a ninety  day  in- 
terval were  involved  in  ten  minor  auto 
accidents  and  six  major  auto  accidents. 
This  was  a many  fold  statistical  increase. 
It  might  be  well  to  advise  your  patients 
in  this  regard  when  prescribing  a drug 
that  will  impair  driving  ability.  Such 
medico-legal  aspects  as  this  may  be  im- 
portant in  the  future  In  a similar  group 
of  over  a hundred  patients  numerous  frac- 
tures, falls,  and  dropping  of  objects  was 
noted  There  appeared  to  be  a lack  of 
the  so-called  “righting  reflex.”  This  may 
be  impaired  with  overdosage  of  this  agent. 
If  one  suspects  ataxia  from  these  drugs,  one 
can  check  for  this  by  having  the  patient 
stand  erect  with  feet  together.  Have  him 
close  his  eyes  and  nod  his  head,  first  in  a 
positive  manner  and  then,  in  a negative 
manner  and  then  having  him  look  up.  If 
there  is  any  significant  ataxia,  this  test 
will  usually  demonstrate  it. 

A more  recent  article  reported  agranu- 
locytosis due  to  Librium  therapy.  They 
all  have  a wide  range  of  safety  and  are 
effective  agents  especially  in  the  anxious 
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individual.  Benactyzine,  which  is  part 
of  Deprol,  has  a definite  atropine  effect 
with  dryness  of  the  mouth,  disturbances  of 
vision  and  should  be  used  cautiously  in 
a patient  with  increased  intraocular  pres- 
sure. Be  careful  with  the  use  of  these 
agents  especially  Librium  in  the  elderly 
individual.  Don’t  give  them  the  usual  dose, 
but  instead  give  them  perhaps  a third  or 
a fourth  of  the  usual  dose  and  observe  for 
ataxia.  Caution  them  about  driving.  The 
difficulty  with  driving  is  apparently  not 
in  any  cerebellar  or  spinal  effect  but  is 
mainly  a release  of  aggression  and  the 
euphoria  of  “let’s  take  a chance.” 


is  also  one  of  the  better  of  this  group,  but 
has  significant  side  effects.  This  should 
be  used  carefully  in  the  older  person.  It 
has  a definite  atropine  effect  with  dry 
mouth  and  disturbances  in  accommoda- 
tion. One  may  see  a Parkinson-like  picture 
with  it,  also  urinary  frequency  and  postural 
hypotension.  The  elderly  should  be  cau- 
tioned to  avoid  any  rapid  positional 
changes,  such  as  getting  out  of  a chair  or 
bed  suddenly  because  of  dizziness  and  pos- 
tural hypotension.  These  agents  should 
be  used  carefully  in  the  elderly  and  in  any- 
one with  epilepsy  or  increased  intraocular 
pressure. 


Figure  V 

ANTI-DEPRESSIVE  AGENTS 


Deanol 
Imipramine 
Monamine  Oxidase 
Inhibitors  (MAO) 

Methylphenidate 

Pipidrol 


(Deaner) 

(Tofranil) 
(Marsilid,  Niamid, 
Catron,  Nardil, 
Marplan) 

(Ritalin) 

(Meratan) 


The  next  group  concerns  the  anti-de- 
pressives  or  so-called  “psychic  energizers.” 
Amphetamine  and  Methamphetamine  were 
in  common  use  prior  to  their  introduction. 
One  of  the  best  of  this  group  is  Ritalin, 
especially  in  the  older  age  group.  It  is 
best  given  before  breakfast  and  in  the  early 
afternoon.  One  should  mention  Marsilid 
because  of  its  potential  serious  hepatic 
toxic  effects.  I think  it  should  be  dis- 
carded. The  Monamine  Oxidase  Inhibi- 
tor group  have  a real  place  in  the  depressed 
patient  with  serious  illness.  A case  of 
advanced  carcinoma  with  poor  prognosis 
and  depression  is  an  example.  Tofranil 


The  Monamine  Oxidase  Inhibitors  should 
not  be  used  in  the  hyperkinetic  individual, 
the  epileptic  or  anyone  with  poor  renal 
function.  The  senile  depressions  react 
poorly  to  them.  They  may  also  give 
significant  postural  hypotension,  migraine 
headaches,  hot  flashes,  lightheadedness,  dry 
mouth  and  increased  appetite.  I remem- 
ber using  Marsalid  several  years  ago  in  an 
ulcerative  colitis  case.  The  patient  be- 
came hungry,  much  less  depressed  and 
showed  improvement.  One  day  he  called 
me  aside  and  said,  “Doctor,  if  I tell  you 
something  you  won’t  tell  anyone,  will 
you?”  “I  know  a fellow  who  plays 
marbles  with  diamonds.”  Here  was  an 
example  of  a toxic  psychosis.  The  drug 
was  withdrawn  and  a few  days  later  his 
mental  abberations  cleared. 

One  wonders  about  the  future  medico- 
legal aspects  in  the  use  of  these  potent 
psychotherapeutic  agents.  Would  an  acute 
congestive  glaucoma,  precipitated  by  one 
of  these  agents  (in  a known  glaucoma 
case),  make  the  doctor  liable? 


Space  Health  Check-Up 

A space-to-earth  physical  report  will  be  given  physicians  when 
America’s  first  astronaut  orbits  the  globe  in  his  Project  Mercury 
capsule.  The  space-man’s  pulse,  temperature,  respiration,  physical 
reactions,  and  oxygen  consumption  will  be  transmitted  electronically 
to  ground  stations. 
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HEMOLYTIC  ANEMIA  IN  TYPHOID  FEVER 


P.  A.  Ruggieri,  M.D. 


Hemolytic  anemia  has  been  reported  in 
a wide  range  of  infectious  states.  In  ad- 
dition to  virus  infections,  it  has  been 
noted  in  scarlet  fever,  tetanus,  erysipelas, 
typhus,  pneumococcal  septicemia,  pulmon- 
ary tuberculosis,  miliary  tuberculosis,  ma- 
laria and  bacterial  endocarditis.  Clostri- 
dium welchii  and  Bartonella  infections  are 
well  known  examples  of  regularly  occurring 
hemolytic  anemia.  Typhoid  fever,  too,  is 
sometimes  mentioned  as  a cause,  but  to 
judge  by  the  scarcity  of  references  in  the 
literature,  hemolysis  in  this  disease  has 
been  rarely  seen  or  not  fully  recognized.1-2 

The  total  number  of  published  cases  since 
1895  stands  at  32.  Osier  encountered  one 
case  in  his  series  of  1500. 3 Curschmann  re- 
ported two  fatal  cases.4  Musser  and  Kelly 
described  one  case.5  Prior  to  present  hema- 
tological diagnostic  standards,  five  cases  of 
“acute  pernicious  anemia”  in  typhoid  fever 
were  described  in  which  an  attack  of  ty- 
phoid fever  was  associated  with  severe 
anemia  showing  macrocytosis  with  jaun- 
dice and  urobilinogenuria.6-7-8-9  In  those 
patients  who  recovered,  the  anemia  ceased 
after  defervescence.  It  is  considered  most 
likely  that  these  cases  were  actually  ex- 
amples of  acute  hemolytic  anemia  and  not 
addisonian  anemia  since  confusion  between 
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School  of  Medicine,  ’41,  trained  in  internal  medi- 
cine and  cardiology  at  the  Woman’s  Medical 
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Vineland,  N.J.  Dr.  Ruggieri  is  past  president 
of  the  Cumberland  County  Heart  Association 
and  is  certified  by  the  American  Board  of  In- 
ternal Medicine. 


the  conditions  was  common  prior  to  1925. 
Lederer  published  his  first  account  of  acute 
hemolytic  anemia,  with  which  his  name  is 
associated,  in  1925. 10  He  observed  that  the 
condition  had  been  erroneously  labeled 
acute  pernicious  anemia  owing  to  the  lack 
of  recognition  that  macrocytosis,  high  color 
index  and  jaundice  might  be  encountered 
in  acute  hemolysis.  Kadrnka  reported  two 
cases  of  acute  hemolytic  anemia  without 
hemoglobinuria.11  Flandin  et  al.  recorded 
chronic  hemolytic  anemia  in  a girl  of 
twenty  which  followed  a mixed  Strepto- 
coccus and  typhoid  infection.12  Castellanos 
et  al.  described  one  case.13  Wright  reported 
two  fatal  cases  in  East  Africans.14  Berman 
et  al.  found  nine  cases  in  a series  of  152. 15 
Shaw,  in  1951,  described  two  cases  with 
recovery,  but  one  case  was  subsequently 
thought  to  be  a case  of  familial  hemolytic 
anemia.16  McFadzean  and  Choa,  in  1953, 
reported  six  cases  together  with  the  effect 
of  chloramphenicol  and  adrenocortico- 
trophic  hormone.17 

The  purpose  of  this  communication  is 
to  report  a case  of  hemolytic  anemia  as- 
sociated with  hemoglobinuria  occurring 
during  the  course  of  typhoid  fever. 

Case  Report 

A 45-year  old,  married  white  man, 
crane  operator  of  Mediterranean  ancestry 
was  referred  to  the  hospital  by  his  family 
physician  because  of  a three-day  illness, 
characterized  by  spiking  fever,  chills,  epi- 
gastric pain,  vomiting  and  diarrhea  which 
failed  to  respond  to  a regimen  of  bed  rest 
and  daily  parenteral  penicillin.  According 
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to  the  patient,  his  illness  began  with  epi- 
gastric distress  and  diarrhea  approximately 
six  to  12  hours  after  ingestion  of  a meatball 
sandwich  obtained  at  a tavern.  The  past 
medical  history  was  essentially  negative. 
A previous  history  of  jaundice  or  anemia 
was  denied.  The  surgical  history  disclosed 
the  performance  of  an  anal  fistulectomy 
six  years  prior  to  his  present  admission, 
at  which  time  a routine  hemogram  was 
normal.  The  patient  was  never  in  the 
military  and  denied  any  previous  tropical 
habitation.  Typhoid  immunization  had 
never  been  administered.  The  exposure 
to  contaminated  water  or  other  food  sources 
was  eliminated  by  history.  There  was  no 
history  of  drug  addiction.  The  family  his- 
tory was  negative  for  anemia  or  jaundice. 
A review  of  the  systems  revealed  a life- 
long food  idiosyncrasy  to  the  ingestion  of 
fowl,  characterized  by  epigastric  distress 
and  vomiting. 

On  admission,  the  patient’s  rectal  tem- 
perature was  105  degrees  Fahrenheit  and 
he  was  faintly  icteric.  Marked  generalized 
hyperhidrosis  was  present;  no  other  ab- 
normal physical  signs  were  noted.  In  view 
of  the  suggestive  history,  a tentative  diag- 
nosis of  “enteric  fever"  was  entertained 
and  the  patient  started  on  chloramphenicol, 
one  gram  intramuscularly  every  eight  hours, 
and  sulfadiazine,  one  gram  every  four  hours 
per  os  subsequent  to  obtaining  specimens 
of  blood  and  feces  for  culture.  The  blood 
culture  was  reported  as  positive,  within 
24  hours,  for  the  growth  of  a filamentous 
gram  negative  rod,  presumably  belonging 
to  the  Salmonella  group,  which  was  sensa- 


tive  to  chloramphenicol  and  polymyxin  B. 
It  was  not  until  the  sixteenth  day  of  hos- 
pitalization that  positive  identification  of 
the  organism  as  Salmonella  typhosa  was 
made.  Polymyxin  B in  dosages  of  50  milli- 
grams, intramuscularly,  every  six  hours 
for  three  days  was  added  to  the  antibiotic 
regimen  on  the  second  day  of  hospitaliza- 
tion because  of  a rapidly  deteriorating  pic- 
ture of  overwhelming  sepsis  and  toxicity. 
Sulfadiazine  was  discontinued  at  this  point. 

A specimen  of  urine  passed  within  the 
first  three  hours  of  hospitalization  was 
prune  juice  in  color,  and  serum  obtained 
during  this  same  period  was  coincidentally 
muddy  brown  in  color.  Spectroscopic  ex- 
amination of  the  serum,  performed  by  The 
Pepper  Laboratory,  University  of  Pennsyl- 
vania Hospital,  revealed  the  characteristic 
absorption  spectra  for  hemoglobin  and 
methemalbumin.  The  urine  demonstrated 
a rare  erythrocyte  on  microscopic  examin- 
ation, but  was  strongly  positive  to  benzi- 
dine for  occult  blood.  Serum  indirect  bili- 
rubin was  reported  as  2.8  milligrams  and 
the  direct  type  as  negative.  A complete 
blood  count  disclosed  an  erythrocyte  count 
of  3.2  million,  hemoglobin  9.0  grams,  hema- 
tocrit 31  percent,  and  reticulocytes  4.4  per- 
cent. The  direct  Coombs  test  was  nega- 
tive. A sternal  bone  marrow  aspiration 
was  performed  and  disclosed  a hyperplastic 
marrow  with  marked  erythroid  hyperplasia. 
Values  for  fecal  and  urinary  urobilinogen 
were  reported  as  zero  and,  in  face  of  the 
evidence  for  an  acute  hemolytic  process, 
were  dismissed  as  probably  being  influenced 
by  the  diarrhea  and  antibiotic  alteration 
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of  the  enteric  flora  concerned  with  the  pro- 
duction of  urobilinogen  in  the  gut. 

Other  studies  performed,  together  with 
the  results  obtained,  were  as  follows: 

Cinicai  Course 

Fever,  during  the  first  six  days  of  hos- 
pitalization, was  spiking  in  character, 
ranging  to  105  degrees  Fahrenheit,  with  a 
gradually  decreasing  fastigium  until  the 
seventh  day  when  the  temperature  became 
normal  and  remained  normal  for  the  dura- 
tion of  his  hospitalization.  Cultures  of 
the  blood,  feces  and  urine  were  reported  as 
negative  by  the  eleventh  hospital  day. 
Chloramphenicol  was  discontinued  on  the 
fifteenth  days  of  hospitalization.  The 
Widal  test,  on  the  fourteenth  day  of  hos- 
pitalization, was  reported  as  positive  for 
“0”  antigen  in  a 1:20  dilution  and  for  “H” 
antigen  in  a 1:80  dilution.  An  “0”  titre 
of  1:80  was  attained  by  the  end  of  the 
third  week.  Splenomegaly  was  absent  dur- 
ing the  entire  course  of  his  hospitalization. 
Convalescence  proceeded  smoothly  follow- 
ing the  second  week  of  hospitalization,  the 
patient  being  discharged  on  the  thirty-first 
hospital  day  with  three  consecutively  nega- 
tive stool  cultures  for  enteric  pathogens. 
A test  for  “Vi”  antibodies  was  negative. 

The  main  hematological  events  during 
the  course  of  the  hemolytic  process  are 
set  forth  in  the  following  table: 

Cephalin  flocculation  negative  in  24  hours 
Thymol  turbidity  :-  negative 
Malaria  smear  negative 

Mazzini  non-reactive 

Heterophile  antibody  :-  normal 
Donath-Landsteiner 

(presumptive)  :-  negative 

Immunological  studies 
for  auto-agglutinin, 
hemolysins  (Ortho  Lab- 
oratories) :-  negative 

Bacteriological  studies 
of  organism  strain  for 
production  of  hemoly- 
sins (Ortho  Laborator- 
ies) :-  negative 

Stool  for  parasites  and 
occult  blood  :-  negative 

Red  cell  osmotic  fra- 
gility normal 


The  red  cell  count  fell  to  2.7  million  on 
the  third  hospital  day,  when  a transfusion 
of  one  pint  of  whole  blood  was  given  and 
Prednisolone,  10  milligrams  four  times 
daily  was  started.  The  hemolytic  findings 
persisted  for  two  weeks  following  lysis. 
The  urine,  which  was  the  color  of  prune 
juice  on  admission,  changed  to  various 
shades  of  mahogany  and  remained  dis- 
colored for  two  weeks.  Reticulocyte  count 
values  decreased  by  the  end  of  the  twenty- 
seventh  day.  The  Coombs  test  remained 
negative  on  three  diffrent  occasions.  The 
hemogram,  on  the  day  of  discharge,  re- 
vealed a red  cell  count  of  4.6  million/cmm., 
a reticulocyte  count  of  2 percent  and  a 
hematrocrit  of  38  percent.  The  routine 
urinalysis  was  essentially  normal,  and  a 
benzidine  test  was  negative  for  occult 
blood.  A follow-up  examination  of  the 
peripheral  blood  two  months  following  dis- 
charge disclosed  the  red  cell  count  to  be 
5.2  million/cmm. 

Discussion 

The  evidence  herein  recorded  supports 
a diagnosis  of  acquired  hemolytic  anemia. 
The  anemia  was  associated  with  an  in- 
creased reticulocyte  count  and  the  bone 
marrow  demonstrated  a normoblastic  hy- 
perplasia. In  the  absence  of  blood  loss,  this 
picture  alone  suggests  hemolysis.  The 
spectroscopic  demonstration  of  hemoglobin 
and  methemalbumin  in  the  serum,  hyper- 
bilirubinenmia  and  hemoglobinuria  com- 
pletes the  picture  rather  decisively. 

The  occurrence  of  hemolytic  anemia  in 
this  case  would  appear  to  be  intimately 
associated  with  the  typhoid  infection.  A 
positive  history  for  familial  anemia  or 
jaundice  was  lacking.  The  patient  had 
received  parenteral  penicillin  for  three 
days  prior  to  admission.  Oral  sulfadia- 
zine and  parenteral  chloramphenicol  were 
started  on  his  first  hospital  day.  However, 
the  grossly  discolored  urine  and  the  muddy 
brown  serum  were  noted  prior  to  the  insti- 
tution of  the  latter  two  drugs  since  therapy 
was  withheld  until  these  specimens  had 
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been  obtained  for  purpose  of  culture.  Sul- 
fadiazine-induced hemolysis  and  chlor- 
amphenicol bone  marrow  depression  have 
been  well  documented;  however,  the  se- 
quence of  events  in  this  case  would  appear 
to  make  the  argument  for  a drug-induced 
hemolysis  inapplicable.  Although  there  is 
no  direct  evidence  of  the  precise  time  of 
onset  of  the  anemia,  in  view  of  the  absence 
of  previous  history  and  gradual  attenuation 
of  the  hemolytic  process  corresponding  with 
resolution  of  the  disease,  it  would  seem 
reasonable  to  assume  that  the  hemolysis 
began  during  the  course  of  the  disease.  The 
occurrence  of  hemolysis  within  the  first 
two  weeks  is  in  agreement  with  that  re- 
ported by  Berman  et  al. 

The  mechanism  by  which  hemolytic 
anemia  is  produced  in  typhoid  fever  is 
obscure.  The  Salmonella  group  is  normally 
anhemolytic.  In  1923  Freedberger  and 
Vallen  demonstrated  that  the  addition  of 
bacteriophage  to  freshly-inoculated  sheep 
blood  agar  plate  may  cause  to  be  produced 
an  hemolytic  mutant.18  Schiff  and  Born- 
stein  confirmed  these  findings  and  indicated 
hemolysis  can  occur  if  a potentially  hemo- 
lytic culture  is  combined  with  a specific 
phage  of  adequate  strength.19  These  find- 
ings predicate  the  occurrence  of  hemolysis 
on  the  basis  of  a precise  ratio  of  phage  to 
bacteria;  a surplus  of  phage  would  result 
in  no  hemolysis  since  live  bacteria  are 
necessary  to  the  phenomenon;  inadequate 
amounts  of  phage  likewise  would  result  in 
no  hemolysis.  The  bacillus/phage  mechan- 
ism seems  most  implausible  in  human  ty- 
phoid. Hemolysis  has  been  demonstrated 
for  sheep  cells  only  and  not  for  human  red 
cells.  Since  the  mechanism  requires  a pre- 
cise phage  ratio,  it  fails  to  explain  persist- 
ence of  hemolysis  despite  chloramphenicol 
control  of  the  infection.  Berman  et  al. 
raise  the  question  of  the  possible  relation- 
ship of  a deficiency  state  prior  to  the  onset 
of  the  acute  disease  or  precipitated  by  the 
latter  as  a contributing  factor  rendering 
the  red  blood  cells  more  susceptible  to 
hemolysis.  Rhoads  found  that  animals 
with  a deficiency  in  diet  resulting  in  black 


tongue  were  rendered  hematologically  sen- 
sitive to  the  administration  of  indole  which 
caused  a severe  hemolytic  anemia.20 

Damshek  and  Rosenthal  analyzed  36 
cases  of  acquired  hemolytic  anemia  and 
found  28  to  be  symptomatic.21  Of  these  28, 
chronic  lymphatic  leukemia  accounted  for 
eight,  Hodgkin’s  disease  four,  recticulum 
cell  sarcoma  two,  lymphosarcoma  two  and 
infectious  mononucleosis  one.  It  would 
appear  that  if  hemolytic  anemia  can  result 
from  these  pathological  derangements  of 
lymphoid  and  reticulo-endothelial  tissue, 
the  hemolytic  process  complicating  typhoid 
fever  may  result  from  the  hyperplasia  of 
lymphoid  and  reticulo-endothelial  tissue 
which  occurs  as  an  essential  part  of  the 
pathology  in  this  disease.  The  persistence 
of  signs  of  hemolysis,  to  some  degree,  fol- 
lowing bacteriological  control  of  the  disease 
as  evidenced  by  the  negative  cultures,  is 
nicely  explained  by  this  concept,  since 
resolution  of  the  pathological  changes  pro- 
duced by  the  typhoid  infection  is  delayed 
for  a second  following  bacteriological  con- 
trol.21-22 What  this  concept  does  not  ex- 

( Continued  on  Page  94) 
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• Surgery  of  the  well-hidden  pancreas  is 
complex  but  in  properly  selected  cases  will 
benefit  patients  who  suffer  from  acute  and 
chronic  diseases  of  this  organ. 


SURGERY  OF  THE  PANCREAS 


Clinton  S.  Scholes,  Jr.,  M.D. 


This  article  is  intended  to  briefly  survey 
some  of  the  problems  of  surgery  of  the 
pancreas  which  at  our  present  stage  of 
knowledge  are  not  commonly  or  fully  un- 
derstood. 

Anatomically  the  pancreas  is  a double 
organ.  It  arises  from  two  separate  em- 
bryonic buddings  of  the  foregut  which 
normally  fuse  into  one  organ.  It  has  a 
double  blood  supply  from  branches  both 
of  the  celiac  axis  and  superior  mesenteric 
arteries.  Histologically  its  cells  differen- 
tiate into  exocrine  and  endocrine  portions. 
It  receives  a double  nerve  supply,  para- 
sympathetic thru  the  vagus  and  sympa- 
thetic thru  the  celiac  plexus.  These  nerves, 
as  well  as  hormones  from  the  duodenum, 
markedly  influence  the  secretory  activity 
of  the  organ.  The  endocrine  hormones  of 
the  pancreas,  insulin  from  the  beta  cells 
and  the  hyperglycemic-glycogenolytic  hor- 
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mone  of  the  alpha  cells,  are  antagonistic 
and  in  balance  control  the  blood  glucose 
level.  However,  the  mechanism  of  action 
and  control  of  these  endocrine  hormones, 
which  involve  a complex  relation  to  certain 
other  hormones  from  the  pituitary  and 
adrenal  glands,  are  not  fully  understood. 

Because  of  the  double  embryonic  origin 
of  the  pancreas,  many  variations  of  the 
normal  pancreatic  anatomy  are  found. 
Failure  of  fusion  of  the  dorsal  and  ventral 
buds  often  results  in  the  development  of 
a separate,  smaller  accessory  pancreas.  As 
each  bud  has  a separate  duct  entering  the 
duodenum  at  slightly  different  levels,  the 
adult  pancreas  may  have  two  separate 
ducts,  the  duct  of  Wirsung  and  the  duct 
of  Santorini.  Either  of  these  ducts  may 
be  absent,  the  other  carrying  the  entire 
pancreatic  secretion  into  the  duodenum. 
An  unrecognized  duct  of  Santorini  may 
complicate  gastric  or  biliary  surgery.  Oc- 
casionally, fusion  of  the  dorsal  and  ventral 
pancreatic  buds  occurs  on  both  sides  of 
the  foregut  giving  rise  to  an  obstructing 
ring  called  the  annular  pancreas.  This 
anomaly  is  best  treated  by  gastrojejunos- 
tomy. 

The  pancreas,  having  a rich  blood  sup- 
ply from  multiple  anastomosing  vessels 
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derived  from  both  the  celiac  axis  and  su- 
perior mesenteric  arteries  and  venous 
drainage  both  to  the  portal  system  via  the 
splenic  vein  and  the  lumbar  veins  via  the 
veins  of  Retzius,  is  relatively  immune  to 
infarction.  This  complex  vascular  supply 
and  drainage,  and  the  fact  that  the  secre- 
tory enzymes  of  the  panreas  are  fibrino- 
lytic, require  the  surgeon  operating  on  the 
pancreas  to  use  multiple  ligatures  to  se- 
cure proper  hemostasis,  and  drainage  of 
the  area  is  strongly  recommended. 

The  pancreas  is  a well-protected  organ 
lying  in  the  upper  retroperitoneal  space, 
behind  the  stomach  and  transverse  colon, 
and  in  front  of  the  upper  lumbar  vertebra 
and  large  muscles  of  the  back.  Prior  to 
the  automobile  era,  it  was  seldom  injured. 
The  author  has  recently  treated  a patient 
with  a traumatic  rupture  of  the  pancreas 
from  impact  of  the  steering  wheel  post 
into  the  upper  abdomen.  A young  negro 
male  was  brought  to  the  hospital  a few 
hours  after  his  accident.  On  admission, 
he  showed  signs  of  shock  and  gradually 
developed  a tender,  rigid,  and  silent  ab- 
domen. After  treatment  for  shock,  a 
laparotomy  was  performed  for  a suspected 
ruptured  viscus.  On  exploration  of  the 
abdomen  a large  hematoma  of  the  entire 
upper  retroperitoneal  space  was  found. 
There  were  a few  small  grey  areas  of  fat 
necrosis  in  the  greater  omentum  and  a 
small  amount  of  blood-tinged  peritoneal 
fluid.  The  other  abdominal  organs  showed 
no  sign  of  injury. 

As  the  hematoma  involved  the  origins 
of  both  the  superior  mesenteric  artery  and 
the  celiac  axis,  no  attempt  to  drain  and 
evacuate  the  hematoma  was  made,  and  the 
abdomen  was  closed.  The  patient  was 

treated  with  gastric  suction  and  intraven- 
ous fluids.  After  a few  days,  peristalsis 
returned  and  a Cantor  tube  was  passed, 
but  abdominal  distention  increased.  Ab- 
dominal paracentesis  yielded  a large 
amount  of  clear  fluid  with  an  extremely 
high  amylase  content.  Subsequent  para- 
centesis yielded  smaller  amounts  of  the 
same  clear  fluid  as  loculation  occurred. 


After  about  two  weeks,  a definite  mass 
was  palpable  in  the  epigastrium  and  a 
second  laparotomy  was  performed.  A large 
pancreatic  pseudocyst  was  found,  and  this 
was  drained  thru  the  abdominal  wall.  There 
were  multiple  adhesions  in  the  lower  ab- 
domen, and  the  greater  omentum  was  a 
thin  gauze-like  structure  completely  de- 
void of  fat.  After  this  operation  the  pa- 
tient continued  to  drain  large  amounts  of 
clear  fluid  thru  the  established  pancreatic 
fistula  for  several  months. 

He  gradually  gained  in  weight  and 
strength.  Some  of  the  pancreatic  fluids 
were  collected  and  used  as  laboratory 
standard  for  serum  amylase  determina- 
tion. About  six  months  after  the  original 
injury,  a third  laparotomy  was  performed 
on  this  patient,  and  an  anastomosis  of  the 
pancreatic  fistula  to  the  jejunum  using  a 
Roux  Y was  made.  Traumatic  rupture  of 
the  pancreas,  although  rare,  often  requires 
multiple  complex  surgical  procedures. 

Although  the  pancreas  is  rarely  involved 
with  the  ordinary  bacterial  infections,  acute 
and  often  recurrent  inflammation  of  un- 
known etiology  is  frequently  seen.  The 
theories  of  origin  of  acute  pancreatitis  are 
many  and  will  not  be  discussed  here.  Acute 
pancreatitis  is  generally  and  properly  treat- 
ed by  conservative  measures  intended  to 
put  the  pancreas  at  rest.  Levine  tube 
drainage  of  the  stomach  with  anticholen- 
ergic  drugs  and  intravenous  feeding  are  the 
basis  of  such  treatment,  and  antibiotic 
drugs  may  have  some  value.  In  the  acute 
phase  laparotomy  is  only  indicated  when 
the  presence  of  a mass  in  the  upper  ab- 
domen indicates  the  formation  of  a pseudo- 
cyst. Attempts  to  drain  an  acute  edema- 
tous or  hemorrhagic  pancreas  only  further 
damage  the  organ  and  release  more  pan- 
creatic enzymes  into  the  peritoneal  cavity 
producing  more  shock  and  increased  mor- 
tality. The  surgeon  in  treatment  of  acute 
pancreatitis  should  carefully  evaluate  the 
differential  diagnosis  and  observe  his  pa- 
tient’s progress  carefully  looking  for  defi- 
nite indications  before  operating.  Simple 
drainage  of  pseudocyst  thru  the  abdominal 
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wall  is  usually  sufficient,  but  occasionally 
a persistent  pancreatic  fistula  results,  and 
later  an  internal  drainage  of  such  a fistula 
to  the  small  bowel  may  be  done. 

If  laparotomy  is  performed  because  of 
uncertain  diagnosis  and  acute  pancreatitis 
is  found,  a simple  cholecystostomy  for  de- 
compression of  the  biliary  tree  is  recom- 
mended. The  most  widely  held  theory  of 
etiology  of  acute  pancreatitis  supposes  a 
mixing  of  the  bile  and  pancreatic  juice  in 
a common  channel  with  release  of  the  ac- 
tivated pancreatic  enzymes  within  the 
substance  of  the  pancreas  itself  and  the 
subsequent  inflammation  by  autolysis. 
Anatomically,  such  a common  channel  is 
often  found  at  the  juncture  of  the  distal 
biliary  and  pancreatic  ducts  above  the 
sphincter  of  Oddi.  Adequate  biliary  de- 
compression would  prevent  a reflux  of  bile 
into  the  pancreatic  duct.  More  extensive 
procedures  during  an  episode  of  acute  pan- 
creatitis are  extremely  hazardous. 

A large  percentage  of  those  patients 
having  had  one  attack  of  acute  pancreatitis 
have  further  attacks,  and  with  each  suc- 
ceeding attack  the  symptoms  become  more 
chronic.  The  mortality  is  less,  but  the 
morbidity  is  greater.  The  pain  is  severe 
and  often  persists  for  many  days.  The 
shock  is  generally  less,  and  the  serum  amy- 
lase and  lipase  do  not  rise  to  such  high 
levels.  These  patients  often  seek  relief 
of  pain  by  use  of  alcohol  and  drugs  to 
which  they  often  become  addicted.  Alcohol 
is  considered  to  be  an  etiologic  agent  of 
pancreatitis,  and  a patient  drinking  to 
relieve  his  pain  may  precipitate  another 
episode  of  pancreatitis  creating  a vicious 
cycle.  In  chronic  recurrent  pancreatitis 
surgery  may  benefit  some  of  those  patients 
who  are  not  addicted  to  drugs  and  whose 
general  health  will  permit  major  operations 
without  excessive  risk. 

Surgical  procedures  used  in  the  treat- 
ment of  chronic  recurrent  pancreatitis  are 
of  two  types:  those  which  attempt  to  de- 
compress the  pancreatic  ducts,  and  those 
which  attempt  to  denervate  the  pancreas 


for  relief  of  pain.  Pain  fibers  from  the 
pancreas  pass  with  the  sympathetic  fibers 
thru  the  sympathetic  ganglia.  Bilateral 
thoracolumbar  sympathetic  ganglionectomy 
from  Ts  to  D is  most  commonly  used  al- 
though various  authors  advocate  different 
levels  of  ganglionic  chain  to  be  excised. 
Criticism  of  this  operation  is  that  it  does 
nothing  to  prevent  further  destruction  of 
the  pancreas  and  that  it  impairs  the  func- 
tion of  other  organs  which  are  also  in- 
nervated by  the  sympathetic  ganglia. 

Operations  for  decompression  of  the 
pancreatic  and  biliary  tree  have  gained 
more  acceptance  although  there  are  many 
variations.  The  simplest  procedure  of  this 
type  is  cholecystostomy,  which  I have  used 
on  several  patients  some  of  whom  were  op- 
erated on  for  other  diseases.  Biliary  drain- 
age by  cholecystostomy  was  continued  for 
eight  weeks  in  a patient  who  had  suffered 
four  episodes  of  pancreatitis  during  the 
previous  six  months,  and  no  further  epi- 
sode of  pain  occurred  during  the  following 
eighteen  months.  Cholecystectomy  and 
proper  treatment  of  associated  biliary  tract 
disease  are  of  benefit  to  patients  who  also 
have  chronic  recurrent  pancreatitis.  Divi- 
sion of  the  sphincter  of  Oddi  is  advocated 
by  some  authors  who  also  advocate  the 
common  channel  theory  of  etiology  for 
pancreatitis.  It  may  be  of  value  if  there 
is  no  intrapancreatic  duct  obstruction.  An 
operation  based  on  a supposed  intrapan- 
creatic duct  obstruction  consists  of  division 
of  the  body  of  the  pancreas  with  pancre- 
aticojejunostomy  and  distal  pancreatec- 
tomy. This  would  allow  the  obstructed 
main  duct  to  drain  either  way. 

No  operation,  however  complex  has  been 
successful  for  all  patients  on  whom  it  has 
been  tried,  and  no  standard  procedure  can 
be  adopted  for  the  treatment  of  chronic 
relapsing  pancreatitis.  Total  pancreatec- 
tomy may  be  done  and  the  resulting  dia- 
betes mellitus  treated  with  insulin,  but  the 
loss  of  the  digestive  enzymes  of  the  pan- 
creas may  be  difficult  to  replace. 

Tumors  of  the  exocrine  portion  of  the 
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pancreas  consist  of  the  true  benign  cysts 
and  malignant  adenocarcinomas.  The 
cysts  which  may  be  congenital  are  treated 
by  simple  excision  and  are  a problem  to 
the  surgeon  in  differential  diagnosis  from 
kidney  cysts.  Multiple  cysts  of  the  pan- 
creas are  often  associated  with  cystic  dis- 
ease of  the  lungs  and  kidneys.  Adenocar- 
cinoma of  the  pancreas  is  a most  serious 
and  unsatisfactory  cancer  to  treat.  Cancer 
of  the  body  of  the  pancreas  is  often  asymp- 
tomatic until  the  tumor  is  large  and  me- 
tatasis  has  occurred.  Because  of  the  proxi- 
mity of  the  pancreas  to  cisterna  chyli, 
widespread  metastasis  occurs  early.  Oc- 
casionally, carcinoma  of  the  pancreas  is 
associated  with  a widespread  migratory 
thrombophlebitis  which  is  difficult  to  con- 
trol with  anticoagulants.  Carcinoma  of 
the  head  of  the  pancreas  usually  produces 
its  first  symptoms  when  it  obstructs  the 
pancreatic  and  biliary  ducts.  Biopsy  of 
these  tumors  when  seen  at  laparotomy  is 
often  misleading  as  the  biopsy  merely  shows 
part  of  the  area  of  secondary  pancreatitis, 
and  the  small  central  portion  of  carcinoma 
may  be  missed.  Pancreaticoduodenectomy 
for  carcinoma  of  the  head  of  the  pancreas 
can  only  be  successfully  employed  for  small 
lesions  at  or  near  the  ampula  of  Vater 
which  have  not  invaded  the  portal  vein 
close  by.  A paliative  cholecystojejunos- 
tomy  is  unfortunately  all  the  surgeon  can 
offer  in  many  cases. 

Surgery  for  diseases  of  the  endocrine  por- 
tion of  the  pancreas  may  benefit  patients 
having  repeated  hypoglycemic  reactions 


who  are  not  receiving  exogenous  insulin. 
Patients  who  have  had  no  evidence  of 
brain  or  adrenal  disease  should  be  explored 
with  the  hope  of  finding  and  removing  a 
functioning  adenoma  of  the  cells  of  the 
Islands  of  Langerhans.  Although  the  is- 
lands are  usually  in  the  tail  of  the  pancreas, 
they  may  be  found  in  any  part  of  the  pan- 
creas and  in  or  about  the  duodenum  or 
upper  portion  of  the  small  bowel.  These 
adenomas  are  difficult  to  recognize  on  gross 
inspection  and  palpation  as  they  differ  only 
slightly  in  color  and  consistency  from  the 
normal  pancreatic  lobules.  Frozen  section 
examination  by  a pathologist  if  available 
is  valuable  in  evaluating  suspected  areas. 
It  at  laparotomy,  no  adenoma  can  be 
found,  these  patients  should  have  a sub- 
total pancreatectomy  consisting  of  removal 
of  the  tail  and  one-half  of  the  body  of  the 
pancreas  to  reduce  the  total  number  of 
functioning  islands.  Some  patients  may 
have  hypoglycemic  reactions  because  of  a 
decrease  in  the  hyperglycemic-glycogeno- 
lytic substance  which  is  also  produced  by 
the  islet  cells.  This  substance  has  recently 
become  commercially  available  as  “glu- 
cagon” and  may  prove  of  value  as  thera- 
peutic test  to  evaluate  suspected  cases  of 
hypoglycemia  due  to  pancreatic  disease. 

I have  tried  to  present  some  of  the  sur- 
gical problems  of  some  of  my  own  experi- 
ence with  surgery  of  the  pancreas.  It  is 
hoped  that  further  knowledge  may  make 
surgery  of  this  organ  simpler,  more  com- 
mon, and  the  results  more  rewarding  to 
the  patients. 


WHO’S  SUED 

Whom  does  a plaintiff’s  attorney  sue  in 
a hospital  malpractice  case?  Nearly  every- 
body, Edmund  J.  Lyons,  Wilmington,  Del., 
attorney,  told  a recent  hospital  conference. 
He  said,  “We  get  the  defendants  fighting 
among  themselves  and  say  to  the  jury:  ‘We 
don’t  care  which  . . . one  of  them  did  some- 
thing. You  decide.’  ” AM  A News 
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THE  DIABETIC  AND  DENTAL  CARE 


• The  chronic  infection  associated  with  perio- 
dontal disease  is  commonly  found  in  the  dia- 
betic. Because  of  this,  the  diabetic  should 
receive  special  attention  regarding  his  dental 
needs.  The  author  discusses  the  oral  manifes- 
tations of  diabetes  and  dental  treatment  plan- 
ning in  coordination  with  the  physician. 


The  teeth  and  their  associated  structures 
in  the  diabetic  are  often  poor  which  is 
unfortunate  since  infected  teeth  and  oral 
sepsis  can  complicate  the  treatment  of  this 
disease.  Many  studies  have  shown  that 
the  incidence  of  missing,  filled,  or  carious 
teeth  and  of  periodontal  disease  (pyorrhea) 
in  the  diabetic  is  comparable  to  that  of 
the  non-diabetic;  but  this  should  not  be 
construed  to  imply  that  the  diabetic  re- 
quires only  routine  dental  care. 

The  severity  with  which  the  various  den- 
tal conditions  affect  the  diabetic  patient, 
particularly  periodontal  disease,  can  be 
extreme.  In  addition,  the  manner  in  which 
dental  care  is  administered  can  result  in 
both  local  and  systemic  complications.  The 
uncontrolled  diabetic  would  in  time  acquire 
great  destruction  of  the  dental  appara- 
tus. This  is  understandable  in  view  of  the 
various  metabolic  dysfunctions  present. 
The  controlled  diabetic,  with  proper  care, 
should  be  able  to  maintain  his  dental 
health  on  a par  with  the  non-diabetic. 

The  more  obvious  effects  of  diabetes  on 
the  supporting  structures  of  the  teeth,  par- 
ticularly in  the  patient  under  poor  control, 
are  deep  red  gingiva,  usually  edematous. 
The  condition  is  generalized  and  there  may 
be  a suppurative  discharge  and  pain.  The 
destruction  of  the  alveolar  process  that 
takes  place  will  result  in  eventual  loosen- 
ing of  the  teeth.  It  is  not  unusual  to  see 

S:Staff  Oral  Surgeon,  Veterans  Administration  Hospital,  Wilming- 
ton, Delaware. 


Sherwood  H.  Wolfson,  D.D.S.* 

large  calculus  deposits  on  the  teeth.  These 
depositions  act  as  a local  irritant  and 
compound  the  destruction  of  the  support- 
ing tissues.  Decreased  salivation  which  is 
often  a marked  symptom  in  diabetes  may 
result  in  some  degree  to  a drying  and 
Assuring  of  the  tongue. 

The  direct  effect  of  uncontrolled  diabetes 
on  the  teeth  themselves  has  not  been  es- 
tablished. It  is  not  difficult  to  understand 
that  with  the  aforementioned  periodontal 
conditions  personal  oral  hygiene  might 
deteriorate  resulting  in  an  increase  in 
dental  caries.  The  gingival  destruction 
present  with  its  concommitant  recession 
often  results  in  a sensitivity  of  the  teeth 
to  any  tactile  or  thermal  stimulus.  This 
is  due  to  the  exposure  of  the  root  of  the 
tooth  which  lacks  a protective  enamel 
covering.  Painful  teeth  may  result  from 
diabetic  arteritis  of  the  dental  pulp.  This 
condition  can  result  in  the  eventual  death 
of  the  tooth. 

The  presence  of  infection  reduces  the 
body’s  tolerance  for  carbohydrate.  In  the 
diabetic  this  condition  can  become  critical. 
This  does  not  imply  that  oral  foci  of  in- 
fection can  be  considered  an  etiological 
factor  in  diabetes,  but  it  has  been  demon- 
strated in  some  cases  that  the  sugar  per- 
centage in  the  urine  falls  to  lower  values 
after  elimination  of  oral  infection. 

When  extensive  dental  procedures  are 
planned  close  liaison  between  the  physician 
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and  the  dentist  should  be  maintained.  If 
dental  surgery  is  planned  on  the  ambula- 
tory patient,  it  is  best  done  during  the 
descending  portion  of  the  blood  sugar 
curve.  Local  anesthetic  is  the  drug  of 
choice,  although  a carefully  controlled 
general  anesthetic  administered  by  an  an- 
esthetist accustomed  to  diabetics  is  ac- 
ceptable. Preoperative  medication  should 
be  kept  at  a minimum.  It  is  important 
that  the  presurgical  and  postsurgical  pa- 
tient maintains  a satisfactory  diet.  Fol- 
lowing multiple  extractions  this  can  be- 
come a problem.  Oral  surgery  performed 
in  the  hospital  allows  for  superior  control 
of  diet  and  insulin  dosage.  If  insulin  has 
been  used  regularly  by  the  patient,  then 
at  the  time  of  operations,  maintain  the 
same  total  number  of  units  in  twenty- 
four  hours;  but  divide  into  smaller  and 
more  frequent  doses,  irrespective  of  meals. 

The  routine  use  of  prophylactic  anti- 
biotics in  conjunction  with  dental  pro- 
cedures has  little  to  recommend  it.  Most 
postoperative  dental  complications  are  of 
a traumatic  nature  rather  than  infectious; 
therefore,  attention  to  local  measures  will 
usually  clear  up  most  postoperative  se- 
quelae. 

Due  to  the  unique  vascular  network 
supplying  the  maxillary  and  mandibular 
arches  the  usual  atherosclerotic  changes 
present  in  diabetics  seem  to  have  little 
effect  on  healing  following  multiple  ex- 


tractions and  alveolectomy.  Also  it  should 
be  noted  that  diabetics  appear  to  have  no 
greater  incidence  of  hemorrhage  than  do 
non-diabetics  following  oral  surgical  pro- 
cedures. 

The  diabetic  patient  should  be  examined 
by  a dentist  three  or  four  times  a year. 
This  would  prevent  many  dental  emer- 
gencies, and  keep  the  patient  conscious 
of  the  need  for  good  oral  hygiene.  Since 
this  group  of  patients  are  frequently  seen 
by  their  physicians  for  physical  examina- 
tions, there  is  little  reason  why  gross  oral 
defects  should  be  allowed  to  continue  un- 
treated. The  doctor  has  a responsiblity 
to  alert  his  patient,  and  encourage  him  to 
seek  dental  treatment.  Vigilance  on  the 
part  of  both  patient  and  physician  in  this 
area  will  result  in  the  maintenance  of  the 
teeth  and  their  supporting  structures  in  a 
healthy  state,  and  it  will  certainly  decrease 
the  anxiety  that  is  present  when  extensive 
dental  procedures  become  a necessity. 
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POSITIVE  ACTION 

In  answer  to  a charge  made  by  James  G.  Patton, 
president,  National  Farmer’s  Union,  before  the 
Group  Health  Association  of  America  in  San 
Francisco  earlier  this  month  that  “the  American 
Medical  Association’s  record  concerning  bills  be- 
fore the  86th  Congress  is  mostly  negative,”  the 
association  said: 

“During  the  86th  Congress,  the  AM  A issued  43 
statements  on  25  bills  of  which  only  six  were  in 
opposition  to  the  legislation.  Such  positive  action 
clearly  indicates  that  the  AMA’s  record  is  certainly 
not  negative.” 
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Committees  on  Aging  and  the  Delaware 
Joint  Council  to  Improve  the  Health  Care 
of  the  Aged 

THEIR  MISSION  AND  OBJECTIVES. 


Victor  D.  Washburn,  M.D. 


Interest  in  and  attention  to  the  needs 
of  aged  persons,  is  wide-spread.  Countless 
groups  and  organizations  are  studying  the 
status,  capabilities  and  requirements  of 
this  important  segment  of  the  population. 

Among  the  organizations  which  are  in- 
volved will  be  found  governmental  agencies 
at  national,  state,  regional  and  local  levels 
as  well  as  private  groups,  professional  and 
non-professional.  This  concern  by  so  many 
with  problems  which  are  complex  and 
varied  has  in  some  instances  caused  over- 
lapping and  confusion. 

I wish  to  bring  to  your  attention  infor- 
mation about  the  activities  of  two  groups 
operating  within  the  framework  of  the 
Medical  Society  of  Delaware. 

I wish  to  define  the  mission  and  deline- 
ate the  purposes  of  the  two  groups  which 
have  their  origin  in  the  American  Medical 
Association  and  allied  organizations  and 
which  are  of  particular  interest  to  Dela- 
ware physicians  in  that  they  are  operating 
locally. 

The  first  of  these  is  the  Committee  on 
Aging  of  the  Medical  Society  of  Delaware 
which  has  been  cooperating  with  the  Gover- 
nor’s or  Citizens’  Committee  on  Aging, 
which  represents  the  state  in  the  White 
House  Conferences  to  be  held  early  in 
1961. 

5:Read  at  a meeting  of  the  New  Castle  County  Medical  Society. 
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The  Medical  Society  of  Delaware  under 
the  leadership  of  Dr.  Clarence  J.  Prickett, 
Chairman  of  the  Governor’s  or  Citizens’ 
Committee  on  Aging  has  officially  and  effec- 
tively supported  the  activities  of  that  Com- 
mittee. 

The  goal  of  the  American  Medical  As- 
sociation’s Committee  on  Aging  has  been 
defined  as  “optimum  health  for  each  in- 
dividual.” 

With  an  all-inclusive  objective  such  as 
this,  it  is  indeed  important  that  the  Medi- 
cal profession  not  only  join  but  lead  the 
national  movement  to  maintain  the  health 
of  individuals  during  their  earlier  years, 
with  the  hope  that  thereby  they  will  be 
able  to  enjoy  good  health  in  all  of  its  as- 
pects during  their  latter  years. 

More  specifically,  organized  medicine 
must  work  with  any  and  all  who  are  con- 
cerned toward  such  objectives  as  the  estab- 
lishment of  sound  public  health  administra- 
tion, or — in  the  fields  of  social  welfare — 
nursing  homes,  rehabilitation  and  similar 
activities. 

The  second  group  to  be  described  is  that 
of  the  Delaware  Joint  Council  to  Improve 
the  Health  Care  of  the  Aged.  It  is  com- 
posed of  three  representatives  from  each 
of  the  following  five  organizations: 

The  Delaware  State  Dental  Society 
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The  Delaware  Hospital  Association 

The  Delaware  Nurses  Association 

The  Delaware  Nursing  Home  Association 

The  Medical  Society  of  Delaware 

The  representatives  of  the  last  named 
society  are  Allston  J.  Morris,  M.D.,  Lawr- 
ence C.  Morris,  Jr.  and  Victor  D.  Wash- 
burn, M.D. 

The  objectives  of  the  Council  are  as 
follows : 

1.  To  cooperate  with  the  National  Coun- 
cil to  improve  the  health  care  of  the 
aged. 

2.  To  identify  and  analyze  the  health 
needs  of  the  aged. 

3.  To  appraise  available  health  re- 
sources for  the  aged. 

4.  To  foster  effective  methods  of  pay- 
ment for  this  health  care  of  the  aged. 

5.  To  develop  community  programs  to 
foster  the  best  possible  health  care 
for  the  aged  including  the  establish- 
ment of  standards  for  accreditation  of 
nursing  homes. 

b.  To  foster  health  education  programs 

7.  To  inform  the  public  of  the  facts  re- 
lated to  health  care  of  the  aged. 

The  Delaware  State  Board  of  Health 
has  jurisdiction  over  nursing  homes  and 
is  authorized  to  establish  minimum  stand- 
ards for  their  operation  and  to  issue  and 
revoke  licenses. 

One  may  ask  if  the  State  Board  of  Health 
is,  under  the  law,  responsible  for  the  stand- 
ards and  licensing  of  nursing  homes,  why 
are  we  proposing  standards  for  the  non- 
official accreditation  of  these  nursing  homes. 
The  answers  to  this  question  are  to  be 
found  in  the  realm  of  human  motivation, 
political  pressures  and  the  like.  Suffice  it 
to  say  that  there  is  not  only  a need  but 
a demand  for  a system  of  voluntary  ac- 
creditation. 

The  Joint  Council,  in  cooperation  with 
the  Delaware  State  Board  of  Health,  has 
prepared  standards  for  accreditation  by 
the  Joint  Council  for  which  nursing  home 
owners  will  be  invited  to  qualify  on  a 
voluntary  basis. 


Our  standards  are  based  upon  principles 
which  have  been  found  effective  by  the 
Joint  Commission  on  Hospitals.  We  have 
taken  advantage  of  the  experience  of  Joint 
councils  similar  to  ours  which  have  been 
in  existence  for  a year  or  more  in  Cali- 
fornia and  New  York. 

The  Joint  Council  seeks  to  attain  its  ob- 
jectives in  a spirit  of  helpfulness,  mutual 
understanding  and  goodwill.  To  this  end, 
meetings  with  groups  concerned  have  been 
and  will  be  held.  Physicians,  hospital  ad- 
ministrators, nursing  home  owners  and 
other  interested  persons  must  become  ac- 
quainted with  one  another  and  discuss 
problems  of  mutual  interest.  We  are  con- 
fident that  along  this  road  will  be  found 
progress. 

Specifically,  improving  the  health  care 
of  the  aged  will  include  closer  liaison  be- 
tween physicians,  hospital  administrators, 
nursing  home  owners,  the  nursing  profes- 
sion and  all  others  who  have  to  do  with 
the  care  of  the  aged.  This  is  expected  to 
result  in  the  establishment  of  medical  ad- 
visory committees  for  each  nursing  home. 
A clearer  line  of  communication  is  needed 
between  the  general  hospital  and  the  nurs- 
ing home,  the  adoption  of  improved  nurs- 
ing standards  and  records,  clinical  and 
administrative.  There  is  almost  no  limit 
to  what  may  be  accomplished  in  terms  of 
rehabilitation  of  patients,  and  better  public 
relations,  with  consequent  improvement  in 
financial  support  of  the  medically  indigent. 
It  has  been  suggested  that  these  people 
may  be  cared  for  as  well  and  more  economi- 
cally in  nursing  homes  than  in  public  in- 
stitutions. 

As  chairman  of  the  Joint  Council  to 
Improve  the  Health  Care  of  the  Aged, 
I’m  constrained  to  make  a confession  of 
faith  beginning  with  the  familiar  “I  be- 
lieve” that  the  form  of  government  under 
which  we  conduct  our  affairs  in  the  United 
States  of  America  and  which  we  sometimes 
refer  to  as  competitive  economy  or  more 

(Continued  on  Page  94) 
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INSTITUTIONAL  CARE 

Section  5 of  the  recent  White  House  Conference  on  Aging  adopted  the 
following  statement  in  introducing  its  report: 

“A  broad  spectrum  of  institutional  facilities  is  essential  for  proper 
health  and  medical  care  for  all  citizens,  especially  the  aged.  These  facilities 
must  be  provided  through  orderly  planning  to  prevent  duplications  and 
deficiencies.  The  local  area  (city,  county,  or  metropolitan)  should  be  used 
as  the  planning  base. 

“Uniform  definitions  of  types  of  facilities  should  be  developed.  Each 
facility  should  provide,  within  its  defined  limits,  the  highest  possible  quality 
of  servce.  Institutional  care  should  be  provided  in  a manner  which  does 
not  discourage  care  in  the  home  but  insure  that  such  care  is  given  at  the 
right  time  and  in  the  right  place.  Institutional  care  should  encourage  self- 
reliance  and  preserve  personal  dignity. 

“Quality  of  care  in  many  institutions  can  be  greatly  improved.  Licensing 
laws  must  be  adequate  to  protect  the  public  and  must  be  rigorously  en- 
forced. Essential  to  improvement  of  standards  beyond  minimum  levels  is 
a voluntary  accreditation  program,  such  as  The  Joint  Commission  on  Ac- 
creditation of  Hospitals. 

“Adequate  care  cannot  be  provided  without  sufficient  financing,  both 
for  construction  and  for  provision  of  services.  Costs  should  be  kept  to  the 
lowest  possible  level  consonant  with  high  quality  care,  through  planning, 
efficient  management  and  economical  use  of  facilities.  No  needed  care 
should  be  denied  because  of  inability  to  pay,  nor  should  the  financing 
mechanism  create  impediments  to  the  proper  utilization  of  the  various  types 
of  facilities,  including  the  home.  Everything  possible  should  be  done  to 
encourage  voluntary  prepayment  groups  to  expand  and  broaden  their 
coverage  over  the  whole  institutional  care  spectrum,  and  for  care  in  the 
home.  Local,  state  and  federal  government  financing  will  be  required  in 
increasing  amounts  to  supplement  individual  resources  and  voluntary  pre- 
payment. 

“Existing  Federal-State  matching  programs  will  provide  effective, 
economical,  dignified  medical  care  for  our  elderly  citizens  who  need  help. 
The  implementation  of  such  programs  should  result  in  the  high  quality  of 
medical  care  desired.  Compulsory  health  care  inevitably  results  in  poor 
quality  health  care.” 

Progress  in  health  care  of  the  aged  calls  for  collaborative  efforts.  An 
example  of  such  teamwork  is  found  in  the  Delaware  Joint  Council  to  Im- 
prove the  Health  Care  of  the  Aged,  under  the  Chairmanship  of  Victor  D. 
Washburn,  M.D.  The  Joint  Council  has  active  representation  from  the 
Association  of  Delaware  Hospitals,  the  Delaware  Nursing  Home  Association, 
the  Delaware  Dental  Society,  the  Delaware  Nurses  Association  and  the 
Medical  Society  of  Delaware. 
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A Delmarva  Treatment  Center  for  Physical  and  Occupational  Ther- 
apy was  opened  in  Georgetown  at  the  end  of  February.  Mr.  Wilmer 
Loomis,  R.P.T.,  is  in  charge  of  the  Center  for  the  Delaware  Society 
for  Crippled  Children  and  Adults.  The  Center  will  offer  service  to 
patients  with  arthritis,  strokes  (CA),  fractures,  neurologic  condi- 
tions, etc.  A sliding  fee  schedule  will  be  in  effect,  with  full  charges 
to  those  who  can  afford  them,  and  free  service  for  indigent  patients. 
Mr.  Loomis  will  be  glad  to  show  the  Center,  located  on  Rt.  113,  to 
any  physician  who  cares  to  see  it. 

The  Delaware  State  Board  of  Health  reports  that  births  in  the  state 
rose  from  4500  in  1940  to  approximately  12,000,  currently. 

Anthony  Vitiello,  M.D.,  president  of  the  Wilmington  Board  of  Health, 
stated  that  oral  polio  vaccine  will  not  be  available  until  late  in 
summer  and  suggested  that  all  children  get  their  polio  shots  now. 
Blue  Cross  members  in  the  state  of  Delaware  total  64%  of  the  popu- 
lation, according  to  the  Group  Hospital  Service. 

A link  between  the  lowering  of  cholesterol  and  the  use  of  aspirin 
is  being  sought,  reports  Lancet  (November  19,  1960).  Blood  choles- 
terol was  lowered  notably  in  20  patients  with  myocardial  infarction 
and  or  hypertension  and  peripheral  arteriosclerosis  who  were  given 
1.5  gm.  of  aspirin  daily,  with  no  other  change  in  the  diet  or  daily 
routine.  Upjohn  abstract. 

Fifteen  published  volumes  of  the  “History  of  the  Medical  Depart- 
ment, United  States  Army,  in  World  War  II”  are  now  available  to 
the  public.  Lt.  Gen.  Leonard  D.  Heaton,  Surgeon  General  of  the 
Army,  is  anxious  that  the  fate  which  befell  previous  medico-military 
histories  does  not  befall  this  one.  There  will  be  forty-eight  volumes. 
Those  published  can  be  purchased  at  a moderate  cost  from  the 
Superintendent  of  Documents,  Government  Printing  Office,  Wash- 
ington 25,  D.C.  Several  of  these  volume  are  now  available  in  the 
Library  of  the  Delaware  Academy  of  Medicine. 

A new  medicine  cabinet  has  been  developed  to  open  when  two  par- 
ticular buttons  are  pressed.  This  will  make  it  impossible  for  children 
to  open  the  cabinet  and  swallow  dangerous  drugs.  Only  the  second 
and  fourth  buttons  which  are  spaced  too  far  apart  for  a child’s  hand 
to  span,  will  open  the  cabinet. 

The  Committee  on  Planning  for  Mental  Health  Facilities,  appointed 
by  the  U.S.  Public  Health  Service,  recommended  against  building 
any  more  large  mental  hospitals.  It  is  believed  that  ultimately  all 
such  institutions  will  be  replaced  by  smaller  community  or  regional 
hospitals. 
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Leonard  P.  Lang,  M.D.,  is  chairman  of  the  Memorial  Hospital’s 
Committee  on  the  new  intensive  care  unit  for  patients  who  will  need 
constant  nursing  attention  and  special  facilities;  Drs.  Frederick  A. 
Bowdle  and  Thomas  J.  Bulger  are  on  the  committee  . . . Elton  S. 
Resnick,  M.D.,  was  elected  chairman  of  the  Medical  Advisory  Com- 
mittee, Visiting  Nurse  Association,  succeeding  Harold  P.  Sortman, 
M.D.;  committee  members  are  Drs.  Joseph  H.  Hughes,  Stephen  W. 
Bartoshesky,  Katherine  L.  Esterly,  Richard  C.  Hayden  and  David 
J.  King  ...  A.  Henry  Clagett,  Jr.,  M.D.,  medical  director  of  the 
Continental  American  Life  Insurance  Company,  addressed  the  Dela- 
ware Diabetes  Association  on  Life  Insurance  for  the  Diabetic  . . . 
Robert  L.  Dewees,  M.D.,  president  of  the  Delaware  Heart  Associa- 
tion, headed  the  Delaware  campaign  and  was  responsible  for  solici- 
tations within  the  medical  profession  . . . Irvine  M.  Flinn,  Jr.,  M.D., 
and  Douglas  W.  MacKelcan,  M.D.,  were  appointed  co-chairman  of 
the  medical  and  hospital  division  of  Delaware’s  1961  Red  Cross 
Fund  Drive  . . . Davis  G.  Durham,  M.D.,  addressed  the  Fleet  Safety 
Section,  Delaware  Safety  Council,  on  the  topic  “ You  Can't  Hit 
What  You  Don’t  See”  . . . William  T.  Reardon,  M.D.,  gave  a demon- 
stration of  hypnotic  technique  to  a group  of  the  National  Secretaries 
Association  so  successfully  that  a portion  of  the  audience  was  also 
hypnotised.  . . 

The  February  11  issue  of  JAMA  contained  two  articles  by  Delaware 
physicians:  “Follow-up  Survey  of  Club  Foot”  by  Drs.  A.  R.  Shands, 
Jr.,  G.  D.  MacEwen,  and  D.  J.  Scott,  Jr.,  and  “ Myocardial  Infarction 
Among  Employes”  by  C.  A.  D’Alonzo,  M.D.  . . . Victor  D.  Wash- 
burn, M.D.,  is  accepting  congratulations  on  his  recent  marriage  to 
Mrs.  Helen  Crittendon  Northwood;  was  commended  in  a recent 
editorial  in  the  Wilmington  Morning  News  for  his  successful  slum 
war  on  behalf  of  health  and  sanitation  as  health  commissioner  a 
decade  ago  . . . William  B.  Cooper,  M.D.,  was  written  up  in  the 
Seaford  News  as  a man  of  many  talents  as  well  as  Seaford’s  first 
surgeon  . . . Drs.  Frank  O’Brien  and  Robert  W.  Frelick  directed 
discussion  groups  at  the  semi-annual  meeting  of  the  Delaware  Divi- 
sion, American  Cancer  Society  . . . Joseph  Arminio,  M.D.,  president, 
New  Castle  County  Division,  Cancer  Society,  spoke  on  cancer  to  the 
members  of  the  Wilmington  Quota  Club  . . . John  A.  J.  Forest,  M.D., 
Dover,  served  on  a panel  discussing  “Should  A Retarded  Child  be 
Institutionalized  or  Kept  at  Home?”  at  a meeting  of  the  Delaware 
Association  for  Retarded  Children  . . . 

Teeth  of  children  contain  growth  rings  reflecting  their  development 
history.  The  enamel  and  dentin  formed  are  well  calcified  and  show 
no  rings  if  the  child’s  development  during  pregnancy  was  normal;  a 
birth  ring  will  be  present  reflecting  each  prenatal  disturbance.  Ac- 
cording to  Maury  Massler,  D.D.S.,  University  of  Illinois  College 
of  Dentistry,  analyses  of  rings  in  baby  teeth  can  date  the  time  of 
an  injury  during  pregnancy  to  within  one  week.  The  study  shows 
that  children  suffering  from  spastic  disorders  had  a severe  injury  at 
time  of  birth  and  that  mongolism  may  have  a metabolic  basis,  begin- 
ning at  the  seventh  month  of  pregnancy.  Next  group  to  be  studied 
will  be  epileptic  children. 
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FOURTH  DOWN — ONE  YARD  TO  GO 

There  is  presently  a bill  before  the  legis- 
lature that  would  make  Blue  Cross  of  Del- 
aware subject  to  the  rulings  of  the  Insur- 
ance Commissioner.  Proponents  of  this 
bill  point  out  that  this  is  the  situation  in 
a large  number  of  states  other  than  Dela- 
ware and  argue  that  any  group  dealing  in 
insurance  should  be  subject  to  such  control. 

Our  own  opinion  is  a bit  different.  We 
believe  that  we  have  at  present  in  Blue 
Cross  a well  run  plan  that  has  been  excep- 
tionally helpful  to  subscribers  by  reason  of 
its  flexibility.  We  believe  that  such  flexi- 
bility would  be  totally  lost  if  approval  for 
any  new  procedure  must  first  be  obtained 
from  a commission.  This  belief  is  supported 
by  past  experience  in  other  states  where 
swift  and  timely  action  has  been  made  im- 
possible by  lengthy  public  hearings  and 
political  maneuvering. 

It  is  true  that  the  incumbent  Insurance 
Commissioner  is  a man  of  talent,  ability 
and  integrity.  It  is  possible  that  during 
his  tenure  of  office  we  would  see  no  striking 
change  in  the  present  system.  It  is  quite 
easy,  however,  to  see  that  someday  Blue 
Cross  could  be  a big  political  football  and 
the  role  of  the  subscriber,  instead  of  being 
the  first  consideration  of  Blue  Cross,  would 
be  the  last  consideration  of  the  politicians. 

Let’s  keep  the  footballs  in  the  stadia. 

APPLIED  PHARMACOLOGY 

The  annual  meeting  in  Lewes  contained 
a number  of  excellent  clinical  papers.  One 
received  with  great  enthusiasm  by  the 
members  present  was  that  by  Dr.  Levinsky 
of  Temple.  We  are  happy  to  present  that 
paper  in  this  issue  of  the  Journal  and 
deeply  appreciate  Dr.  Levinsky’s  coopera- 
tion in  getting  the  manuscript  into  shape 
so  promptly. 

OPTIMISTIC  CHALLENGE 

November  1960  brought  to  the  medical 
profession  of  Delaware  an  outstanding 


authority  on  lung  cancer.  Dr.  Richard  H. 
Overholt  of  the  Overholt  Clinic  has  had  a 
tremendous  experience  in  his  field.  We  are 
doubly  honored  in  being  able  to  present 
his  paper  as  the  lead  article  in  this  issue 
of  the  Journal. 

Dr.  Overholt  is  stressing  the  optimistic 
outlook  in  this  serious  disease  and  we  are 
indeed  happy  that  a man  with  his  experi- 
ence is  in  a position  to  give  such  a picture. 

Dr.  Overholt  has  been  taking  photographs 
of  every  patient  who  has  survived  more 
than  five  years  and  he  now  has  a collection 
of  more  than  one  hundred  pictures.  Mem- 
bers of  the  medical  profession,  particularly 
the  family  physician,  must  ever  keep  in 
mind  that  the  prognosis  of  lung  cancer  is 
better  in  1961  than  it  has  ever  been  be- 
fore. We  must  not  give  up  when  this  diag- 
nosis has  been  made.  According  to  the 
principles  stated  by  Dr.  Overholt,  we 
should  take  immediate  action  to  see  that 
the  patient  receives  proper  treatment. 

CARDIAC  SURGERY 

A timely  article  in  the  February  16th 
issue  of  the  New  England  Journal  of 
Medicine  reports  on  four  infants  with 
documented  evidence  of  ventricular  septal 
defect  who  showed  either  complete  closure 
(two  cases)  or  a decrease  in  the  degree  of 
left  to  right  shunt  to  the  point  where  it 
became  of  no  significance.  The  authors 
admit  that  these  four  children  were  in  the 
minority;  most  children  with  this  lesion 
either  progress  with  a steady  down-hill 
course  or,  at  best,  remain  stationary.  These 
observations  echo  an  editorial  that  ap- 
peared in  the  J.A.MA.  and  was  quoted  in 
this  Journal  in  July,  1960  by  Dr.  Helen 
Taussig  who  warned  against  rushing  into 
surgery  for  interventricular  septa  defects. 
Physicians  whose  advice  is  sought  in  the 
treatment  of  this  condition  should  be  fa- 
miliar with  these  two  articles. 
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NEW  CASTLE  COUNTY  IN  ACTION 


A message  from  the  President 

Members — Be  Active!  Our  national  organization  constantly 
urges  us  to  be  100%  in  attendance — are  we?  Thus  far,  the 
highest  has  been  25%.  Be  a member — an  active  one!  Join  in, 
participate  in  the  many  projects  and  interests  of  your  Auxiliary. 
A doctor’s  wife,  living  in  New  Castle  County,  who  is  not  yet  a 
member,  can  easily  join.  Simply  contact  the  membership  chair- 
man: Mrs.  Richard  C.  Hayden,  1204  Hopeton  Road,  Westover 
Hills.  We  are  very  grateful  to  those  who  constitute  our  working 
group,  namely,  officers,  chairmen  of  standing  committees  and 
Board  of  Directors  and  those  members  who  do  attend. 

Clelia  E.  Davolos , President 


The  Woman’s  Auxiliary  to  the  New 
Castle  County  Medical  Society  is  the 
largest  in  the  state,  with  a membership 
of  234  at  the  present  time.  They  meet 
five  times  a year  in  September,  November, 
January,  March  and  May  at  the  Delaware 
Academy  of  Medicine. 

This  year,  under  the  able  direction  of 
Mrs.  Joseph  Davolos,  the  members  have 
continued  with  their  many  activities: 
American  Medical  Education  Fund,  sewing 
for  the  Visiting  Nurse  Association,  grants- 
in-aid  for  paramedical  careers,  Delaware 
State  Hospital  library  aid  for  Florence  Crit- 
tenden Home,  etc.  Mrs.  E.  T.  O’Donnell 
is  president-elect,  Mrs.  David  J.  Reinhardt 
III,  vice-president,  Mrs.  Park  W.  Hunting- 
ton,  secretary,  Mrs.  Joseph  M.  Barsky,  Sr., 
treasurer,  Mrs.  Douglas  W.  McKelcan 
asst,  treasurer  and  Mrs.  Stephen  W.  Bar- 
toshesky,  corresponding  secretary. 

One  of  the  Auxiliary’s  most  important 
projects  is  the  annual  luncheon,  bridge, 
and  fashion  show  for  the  benefit  of  grant- 
in-aid  awards  offered  each  year  for  stu- 
dents enrolling  in  paramedical  careers  in 
our  hospitals  in  Delaware.  This  year  it 


will  take  place  on  Friday,  March  17  at 
the  DuPont  Country  Club.  Florence 
Balut,  fashion  coordinator  of  the  Master 
Furriers  Guild  will  direct  the  show. 
She  will  show  a designer  collection  of  furs 
and  Jo  Robinson,  Inc.,  of  Wilmington  will 
show  a collection  of  fine  dresses,  coats  and 
suits.  The  Auxiliary  hopes  all  members 
will  support  this  event  to  provide  the 
necessary  funds  for  their  grant-in-aid 
program.  The  Health  Careers  Committee, 
under  the  direction  of  Mrs.  James  Aikens, 
has  done  and  is  doing  a most  able  job  in 
selecting  girls  to  be  awarded  grants-in-aid 
and  in  promoting  this  program. 

Members  of  the  auxiliary  assist  at  the 
fair  given  the  patients  at  the  Delaware 
State  Hospital  each  year.  They  also  cata- 
logue the  books  for  the  patients’  library 
and  take  books  around  to  the  wards.  They 
have  also  in  various  ways  raised  money 
for  A.M.E.F.,  including  a two  dollar  in- 
crease in  dues  this  year  for  that  purpose. 
A sewing  group  meets  once  a month  in 
Wilmington  for  the  purpose  of  sewing  for 
the  Visiting  Nurse  Association.  A Newark 
group,  under  the  leadership  of  Mrs. 

(Continued  on  Page  94) 
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Howard  L.  Reed,  also  meets  once  a month 
for  the  same  purpose. 

The  programs  this  year  have  been  most 
interesting  and  informative.  In  Septem- 
ber Dr.  W.  0.  LaMotte,  Jr.,  spoke  on 
medical  legislation  on  the  state  and  na- 
tional level.  Mrs.  C.  B.  Luginbuhl,  ad- 
ministrative officer  for  radiological  defense 
branch  for  Wilmington  Civil  Defense,  gave 
a talk  on  civil  defense  and  showed  a film 
on  atomic  explosions  in  November.  Dr. 
Marjorie  Conrad  spoke  on  medical  uses  of 
hypnosis  at  the  January  meeting.  Dr. 
Davis  Durham  will  tell  of  his  experiences 
on  the  medical  mission  ship  “HOPE”  in 
March. 


HEMOLYTIC  ANEMIA  (Continued) 

(Continued  from  Page  77) 

plain  is  the  remarkably  low  incidence  of 
hemolytic  anemia  in  typhoid  fever. 

Conclusion 

1.  A case  of  hemolytic  anemia  occurring 
during  the  course  of  typhoid  fever  has  been 
presented. 

2.  The  relevant  clinical  and  laboratory 
data  are  discussed. 

3.  A review  of  the  literature  has  been 
presented. 

4.  The  mechanisms  by  which  hemolytic 
anemia  may  occur  in  typhoid  fever  have 
been  discussed  in  part. 


COMMITTEE  ON  AGING  (Continued) 

(Continued  from  Page  88) 

familiarly  as  the  “American  Way  of  Life” 
is  superior  to  that  of  the  Welfare  State  or 
that  of  the  Communist  State.  I cherish 
the  possession  of  civil  and  religious  liberty 
and  I value  our  ability  to  utilize  certain 
techniques  of  the  Socialists  or  Welfare 
State,  such  as  the  postoffice  system,  Social 
Security  and  similar  methods  of  govern- 
ment. 

Spokesmen  for  organized  medicine,  are 
accustomed  to  saying  that  they  are  op- 
posed to  the  enactment  of  this  or  that 
type  of  legislation  because  it  will  lead  to 
socialized  medicine.  I regard  opposition 
on  this  basis  as  strategically  and  tactically 
wrong.  It  is  weak  because  it  instantly 
arouses  in  the  minds  of  the  proponents 
of  the  legislation  and  of  the  public  the 
belief  that  opposition  by  the  medical  pro- 
fession, because  it  will  lead  to  socialized 
medicine,  is  in  reality  opposition  based 
upon  fear  and  selfishness. 

I have  the  conviction  that  the  time  has 
arrived  when  we  should  broaden  the  base, 
we  are  opposed  not  because  the  legislation 
will  lead  to  socialized  medicine  but  be- 
cause it  will  endanger  and  eventually  de- 
stroy civil  and  religious  liberty,  and  our 
form  of  government. 

The  point  which  I wish  to  make  is  that 
it  is  not  the  medical  profession  alone  which 
is  involved,  but  every  individual  member 
of  society. 
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SYMPOSIUM  ON  STEROIDS 


- 


now 

Pulvules® 

Ilosone' 

. . . in  a more  acid-stable  form  ...  for  greater  therapeutic  activity 

• more  antibiotic  available  for  absorption 

• new  prescribing  convenience 

• same  unsurpassed  safety 


Pulvules  * Suspension  - Drops 


Ilosone®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 
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because 


vitamin  deficiencies 


tend  to  be  multiple... 


give  your  postoperative 


patient  the  protection  of 


MYADEC 


high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  after  surgery,  or  at  other  times  of 
physiologic  stress,  vitamin  reserves  may  be  depleted,  myadec 
helps  to  correct  such  deficiencies.  Just  one  capsule  daily 
supplies  therapeutic  potencies  of  9 vitamins,  plus  various 
minerals  normally  found  in  body  tissues,  myadec  is  also  valuable 
for  the  prevention  of  vitamin  deficiencies  in  those  patients 
whose  customary  diets  are  lacking  in  important  food  factors. 
Each  myadec  capsule  contains: 

Vitamins : Vitamin  B10  crystalline  — 5 meg.;  Vitamin  B0  (G) 
(riboflavin)— 10  mg.;  Vitamin  B0  (pyridoxine  hydrochloride)  — 

2 mg.;  Vitamin  B2  mononitrate— 10  mg.;  Nicotinamide 
(niacinamide)— 100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.; 
Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.) 

1,000  units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate) 

— 5 I.U.  Minerals  (as  inorganic  salts):  Iodine  — 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium  — 5 mg.; 
Molybdenum  — 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.;  Zinc 

— 1.5  mg.;  Magnesium— 6 mg.;  Calcium—  105  mg.;  Phosphorus 

— 80  mg.  Bottles  of  30,  100,  and  2 5 0 . 5526, 

PARKE-DAVIS 

PAR  KB,  DAVIS  3,  COMPANY.  Detroit  32,  Michigan 
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SYMPOSIUM  ON  STEROIDS+ 


It  has  been  one  of  the  most  important 
purposes,  as  laid  down  in  the  original  char- 
ter of  the  Academy  of  Medicine,  to  stimu- 
late, promote  and  carry  on  education,  par- 
ticularly in  the  profession  and  also  in  the 
community.  This  Seminar  today  is  an 
instance  of  this  educational  activity  and  I 
am  sure  will  prove  to  be  a most  interesting 
and  stimulating  one. 

The  steroids  have  been  available  to  the 
practicing  physician  for  perhaps  ten  or 
twelve  years,  and  there  has  been  much 
written  about  them.  They,  as  you  know, 
have  been  used  for  everything  from  ingrown 
toenails  to  dandruff.  The  subject  has  be- 
come almost  hackneyed,  and  along  with 
it  a tremendous  amount  of  confusion.  Cer- 
tainly at  times  their  use  is  almost  miracu- 
lous, at  times  in  saving  lives.  Certainly 
their  misuse  causes  a lot  of  damage.  And 
I think  it  can  be  said  without  serious  ob- 
jection that  steroids  have  never  cured 
anybody  of  anything.  Yet  they  are  a 
most  interesting  and  most  varied  group  of 
medications.  The  various  types  of  steroids 
may  perhaps  today  be  clarified.  Whether 
one  is  better  than  another  is  often  question- 
able, perhaps  too  frequently  we  depend 
upon  the  last  detail  man  who  visits  the 
office.  Nevertheless,  they  are  a most  im- 
portant adjunct  in  the  treatment  of  pa- 
tients. 


fHeld  on  November  7th,  1959  at  the  Delaware  Academy 
of  Medicine,  Wilmington,  Delaware. 

Dr.  Flinn  is  a founder  and  first  president  of  the  Delaware 
Academy. 


INTRODUCTORY  REMARKS 

Lewis  B.  Flinn,  M.D. 

Today  we  have  individuals  who  will 
speak  to  us  on  particular  aspects  of  this 
problem,  men  who  have  had  experience  and 
training  in  these  special  areas  and  who  will 
be  able  to  tell  us  the  important  use  and 
the  pitfalls  to  avoid  in  the  various  fields 
in  which  they  are  particularly  interested. 

When  one  thinks  of  the  dramatic  effect 
which  at  times  can  be  produced  in  certain 
eye  diseases,  in  asthma,  some  cases  of 
urticaria,  perhaps  assisting  in  a dramatic 
symptomatic  improvement  in  such  diseases 
as  typhoid  fever  or  the  rickettsial  diseases, 
to  mention  just  a few,  and  perhaps  lessen- 
ing the  damage  and  shortening  the  course 
in  acute  rheumatic  carditis,  a disease 
which  fortunately  seems  to  be  on  the  wane 
in  the  last  few  years — all  this  is  encouag- 
mg. 

But  when  one  is  presented  with  a pa- 
tient who  has  become  addicted  to  these 
drugs  from  too  long  use  in  too  large  a 
dosage,  and  sees  a patient  die  not  from  the 
disease  but  from  the  steroid  administra- 
tion, one  is  often  confused  as  to  when,  in 
what  dosage  and  how  long  to  use  one  or 
more  steroids. 

Therefore,  it  is  of  particular  importance 
to  all  of  us  to  try  to  become  better  informed 
about  this  important  aid  in  the  treatment 
of  patients,  and  therefore  we  look  forward 
to  the  addresses  we  are  about  to  hear  and 
to  the  panel  discussion  which  will  follow, 
where  all  of  us  will  have  an  opportunity  to 
ask  questions  which  are  still  perhaps  left 
in  our  minds. 


April,  1961 


95 


STEROIDS  IN  ULCERATIVE  COLITIS 


AND  IN  HEPATIC  DISEASE 


© While  steroids  offer  no  cure  in  these  treat- 
ment-resistant conditions,  they  do  give  the 
greatest  hope  of  all  forms  of  present  day 


treatment. 


Henry  J.  Tumen,  M.D. 


The  original  topic  assigned  to  me  was 
“The  Use  of  Steroids  in  Patients  with  Gas- 
trointestinal Diseases  .”  I took  the  liberty 
of  shortening  my  discussion  to  ulcerative 
colitis  and  liver  disease.  Perhaps  I should 
have  shortened  it  further  because  both 
of  these  are  extremely  difficult  to  cover 
briefly  and  dogmatically. 

As  I thought  about  what  I should  say 
this  morning,  I realized  how  careful  one 
must  be  in  the  selection  of  words,  prob- 
ably even  more  careful  than  a television 
commentator,  because  certainly  when  we 
talk  about  these  diseases,  ulcerative  colitis 
and  various  liver  diseases,  the  use  of  a 
term  like  “cure”  is  very,  very  bad.  We 
have  to  state  almost  immediately  that 
these  drugs,  ACTH  and  steroids,  hardly 
can  be  spoken  of  as  “curing”  these  con- 
ditions. 

Ulcerative  colitis,  of  course,  is  a dis- 
ease in  which  it  is  extremely  difficult  to 
evaluate  any  form  of  therapy.  Ulcerative 
colitis  is  a disease  of  unknown  etiology, 
variable  and  unpredictable  course,  many 
complications,  and  completely  uncertain 

Dr.  Tumen,  diplomate  of  the  American  Board  of  Internal  Medi- 
cine, specializes  in  gastroenterology  and  is  Chairman  of  the 
Department  of  Medicine  and  Professor  of  Medicine  in  the 
Graduate  School  of  Medicine,  University  of  Pennsylvania. 


prognosis.  To  try  to  weigh  the  results 
of  therapy  in  a disease  like  this  is  very 
hard,  particularly  when  we  don’t  know 
exactly  what  the  therapy  does  and  how 
it  acts. 

If  we  look  at  the  problem  from  a statis- 
tical standpoint  we  know  that  years  ago, 
before  we  had  steroids,  back  in  the  “Dark 
Ages”,  the  results  of  the  management  of 
ulcerative  colitis  were  not  entirely  bad. 
Approximately  twenty  percent  of  patients 
who  were  followed  for  a reasonable  period 
of  time  had  a complete  remission  of  symp- 
toms; maybe  another  twenty  percent  had 
mild  recurrences  that  were  not  terribly 
incapacitating;  about  twenty  percent  con- 
tinued to  have  disease  that  was  of  major 
severity;  maybe  another  twenty  percent 
came  to  surgery  and  were  cured  in  the  sense 
that  their  colons  were  removed;  and  possi- 
bly twenty  percent  would  die  of  the  disease 
over  a period  of  eight  or  ten  years  of  follow- 
up. But  we  did  have  some  patients  who 
recovered  in  the  sense  that  their  disease 
became  quiescent,  or  at  least  sufficiently 
quiescent  to  let  them  maintain  a fairly 
normal  existence. 

Steroids  were  introduced  into  the  treat- 
ment of  colitis  about  1950  and  have  been 
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used  very  energetically  in  some  places 
since  and  with  lesser  degrees  of  enthusi- 
asm almost  universally.  We  now  know, 
as  a result  of  follow-up  studies,  approxi- 
mately what  these  drugs  do  and  have  some 
idea  about  their  value,  even  though  a final 
evaluation  cannot  be  given. 

In  so  far  as  the  type  of  therapy  is  con- 
cerned, the  choice  of  drug,  it  is  known  that 
from  the  standpoint  of  getting  a maximum 
steroid  impact  the  best  drug  to  use  is 
ACTH  itself.  This  is  given  intravenously 
in  doses  that  range  from  20  to  40  milli- 
grams per  day,  given  very,  very  slowly 
over  a period  of  ten  or  twelve  hours. 

In  those  instances  in  which  oral  therapy 
is  desirable  and  considered  satisfactory, 
the  earlier  used  hydrocortisone  and  corti- 
sone have  gradually  been  replaced  by 
prednisone  or  prednisolone.  The  more 
recently  introduced  steroids  have  not  been 
used  sufficiently  to  permit  any  conclusions 
about  them. 

In  so  far  as  local  use  is  concerned,  re- 
cently, as  you  well  know,  there  has  been 
some  enthusiasm  for  the  local  rectal  use 
of  hydrocortisone  in  doses  of  100  to  200 
milligrams  by  intra-rectal  drip,  given 
slowly  each  night,  for  a period  of  approxi- 
mately two  weeks.  There  are  also  suppos- 
itories that  contain  10  to  15  milligrams  of 
hydrocortisone  that  can  be  used  two  or 
three  times  a day.  These  have  largely 
been  limited  in  their  use  to  patients  who 
have  the  rectal  type  of  ulcerative  colitis, 
or  at  most  rectal-sigmoidal,  relatively  mild 
disease  and  have  frequently  given  results 
considered  to  be  at  least  beneficial  in  this 
type  of  local  disease. 

The  Word  “Cure” 

Much  has  now  been  learned  about 
steroids.  I have  already  indicated  that 
we  don't  use  the  word  “cure”.  We  feel 
that  by  and  large  this  is  a suppressive 
type  of  therapy.  We  know  that  the  dis- 
ease is  one  in  which  steroids  frequently 
give  symptomatic  relief,  and  sometimes 
very,  very  promptly,  that  is  not  paralleled 
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by  anatomic  changes  in  the  patient.  In 
other  words,  the  sigmoidoscopic  picture 
lags  behind,  if  it  improves  at  all,  and  x-ray 
improvement  may  never  occur,  or  if  it  oc- 
curs, it  occurs  infrequently  and  very,  very 
slowly.  We  know  that  steroid  therapy  is 
adjunct  therapy,  that  in  no  instance  should 
it  be  used  at  the  expense  of  discontinuing 
or  failing  to  use  the  standard  things  that 
we  depend  upon — diet,  supportive  psycho- 
therapy, sedative  medication,  the  sulfona- 
mides and  the  occasional  antibiotics  that 
are  thought  to  be  helpful.  To  rely  on 
steroids  alone  is  a very,  very  serious  mis- 
take. As  I must  say  repeatedly,  we  also 
know  that  improvement  of  the  patient 
from  the  standpoint  of  symptom  control 
in  no  sense  means  that  the  patient  is  well 
of  his  disease  or  that  follow-up  observa- 
tion of  the  patient  can  be  discontinued. 

Difficult  Evaluation  Of  Results 

From  the  standpoint  of  the  choice  of 
patient,  or  the  indications  for  steroid 
therapy  in  ulcerative  colitis,  here  again 
one  sees  varying  enthusiasm  in  the  selec- 
tion of  cases.  In  general,  it  is  believed  that 
steroids  are  of  value  in  those  patients  who 
have  acute  fulminating  colitis  of  maxi- 
mum severity.  Many  people  also  advise 
that  steroids  should  be  at  least  tried  in 
those  patients  who  have  recurring  colitis 
that  has  been  resistant  to  other  forms  of 
therapy.  Many  of  us  feel  that  if  steroids 
are  to  be  used  at  all  they  should  preferably 
be  used  in  those  patients  who  are  in  their 
first  attack  of  ulcerative  colitis,  in  the 
hope  that  we  can  bring  about  a regression 
of  the  disease  before  it  has  produced  major 
structural  changes  in  the  bowel.  That,  of 
course,  makes  it  very  difficult  to  evaluate 
the  results  of  therapy  because  many  of 
these  patients  do,  and  in  the  past  did,  get 
better  without  steroids,  so  that  if  improve- 
ment takes  place,  it  may  be  fallacious  to 
give  the  steroid  therapy  credit  for  relieving 
the  patient. 

There  is  also  definite  indication  for  the 
use  of  steroids,  in  treating  those  patients 
who  have  some  type  of  complication  of 
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colitis;  iritis,  such  as  Dr.  Gordon  would  be 
interested  in,  arthritis  and  erythema 
nodosum.  In  these  patients  the  ulcera- 
tive colitis  is  probably  part  of  a multiple 
system  disorder  such  as  the  collagen  dis- 
eases, the  use  of  steroids  is  probably 
doubly  justified.  A good  bit  of  work  is 
being  done  in  various  institutions,  particu- 
larly by  Dr.  Kirsner  in  Chicago,  with  the 
thought  that  many  patients  who  have 
ulcerative  colitis  have  this  multiple  system 
type  of  disease.  He  finds  in  the  ground 
substance  of  the  bowel  changes  that  are 
very  much  like  those  that  are  seen  in 
collagen  disorders.  Recently  he  has  done 
some  work  in  which  he  has  found  in  some 
patients  with  ulcerative  colitis  changes  in 
the  gamma  globulin  of  the  serum  which 
seem  to  indicate  that  in  some  patients 
there  is  a type  of  hyper-immune  reaction. 
He  has  felt  that  in  these  patients,  particu- 
larly, steroids  are  helpful  and  are  indi- 
cated. 

Few  Contraindications  To  Use  Of  Steroids 

The  contraindications  to  the  use  of 
steroid  therapy  are  relatively  few.  These 
include  threatened  perforation  of  the  bowel, 
recognized  perforation  and  peritonitis,  and 
abscess  formation.  A few  patients  have 
what  is  now  called  toxic  dilatation  of  the 
colon  in  which  there  is  threatened  perfor- 
ation of  the  bowel,  and  in  these  also  the 
use  of  steroids  is  contraindicated.  It  is 
now  thought  that  major  hemorrhage  is 
not  a contraindication.  In  these  patients 
it  is  possible  that  steroids  may  be  helpful. 

The  complications  of  steroid  therapy 
have  really  been  very  few,  aside  from  the 
systemic  complications  with  which  you  are 
so  familiar.  The  question  of  peptic  ulcer 
as  a complication  of  steroid  therapy  of 
ulcerative  colitis  has  been  widely  discussed. 
For  some  reason,  the  incidence  of  peptic 
ulcer  in  patients  with  ulcerative  colitis 
is  definitely  less  than  in  patients  who  have 
steroid  therapy  for  arthritis.  Perhaps  one 
or  two  percent  of  the  patients  get  symp- 
toms of  ulcer,  and  in  practically  all  in- 
stances these  can  be  controlled  by  proper 


diet  and  antacids  and  steroids  do  not  have 
to  be  stopped. 

Perforation  of  the  bowel  has  been  re- 
ported in  some  patients  who  have  been 
given  steroids.  I have  seen  it  myself,  but 
I must  say  I am  not  at  all  sure  that  the 
perforation  of  the  bowel  followed  steroid 
therapy.  The  incidence  of  perforation  of 
the  colon  is  about  the  same  in  patients  who 
were  given  steroids  as  in  patients  not  given 
steroids.  Perforations  may  therefore  be 
a coincidence  and  not  related  to  the  use  of 
steroids. 

Psychotic  Reactions  Greater 

The  incidence  of  psychotic  reactions  to 
steroids  has  been  definitely  greater,  I 
should  say,  in  ulcerative  colitis  patients  who 
are  given  steroids  than  in  those  given 
steroids  for  other  purposes.  In  one  large 
series  that  I know  of,  the  incidence  of 
psychotic  reactions  is  reported  to  be  as 
high  as  15  percent.  I should  probably  not 
use  the  word  “psychotic;”  I should  say 
“emotional  disturbances,”  because  very  few 
of  these  patients  develop  frank  psychotic 
changes.  These  have  generally  been  con- 
trolled by  the  administration  of  tranquili- 
zing  drugs  and  gradual  stopping  of  the 
steroids. 

One  may  say,  therefore,  that  the  con- 
traindications to  the  use  of  steroids  are 
few  and  that  the  complications  are  few, 
and  that  there  is  very  little  argument 
against  using  steroids,  provided  one  is 
frank  in  admitting  that  the  results  of  this 
form  of  therapy  are  not  always  as  good  as 
we  would  like  them  to  be. 

Now,  what  does  steroid  therapy  do  for 
the  patient  with  ulcerative  colitis?  Well, 
today  we  say  that  it  doesn’t  cure,  but  that 
it  seems  to  initiate  and  potentiate  recovery. 
Those  are  weasel  words  of  the  sort  that  we 
use  in  trying  to  cover  a good  bit  of  ignor- 
ance about  the  mechanism  of  relief  in 
these  patients.  When  we  start  steroid 
therapy  in  patients  with  active  ulcerative 
colitis  there  is,  in  a very  high  percentage, 
from  70  to  80  percent,  prompt  relief  of 
symptoms  that  is  sometimes  almost  mir- 
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aculous.  I have  seen  patients  who  have 
been  on  other  forms  of  therapy  so  that  we 
had  an  adequate  control  period  and  who 
were  violently  ill  with  all  of  the  active 
symptoms  of  very  severe  and  serious 
colitis  who  lost  their  symptoms  in  the  sense 
of  having  a drop  in  temperature,  a decrease 
in  bowel  movements,  and  cessation  of 
bleeding  practically  instantaneously  when 
intravenous  ACTH  was  started.  When  one 
looks  into  the  sigmoids  of  these  pa- 
tients, however,  the  bowel  looks  exactly 
the  same  as  it  did  the  day  before,  and  we 
know  that  among  this  70  to  80  percent  who 
get  symptomatic  relief  very  promptly  there 
very  often  is  recurrence  of  the  symptoms 
within  a short  time,  even  though  the 
steroids  are  continued. 

Danger  Of  Relapse 

It  is  necessary  to  recognize  this  fact, 
that  many  of  the  patients  whose  symptoms 
are  relieved  by  steroids  go  into  relapse 
either  while  steroids  are  still  continued  or 
when  steroids  are  stopped.  In  perhaps  60 
to  70  percent  of  these  patients  there  is  a 
relapse  within  the  course  of  a few  weeks  or 
a few  months  after  steroids  are  discontin- 
ued. 

In  some  patients,  on  the  other  hand,  with 
whom  we  are  particularly  fortunate,  the 
use  of  the  steroids  is  gradually  followed  by 
objective  evidence  of  improvement.  Over 
a period  of  a few  weeks  there  will  be  grad- 
ual improvement  in  the  sigmoidoscopic 
picture.  The  mucous  membrane  becomes 
granular,  bleeding  and  exudation  decreases, 
the  mucosa  doesn’t  traumatize,  and  the  pa- 
tient shows  this  objective  evidence  of  im- 
provement. 

In  perhaps  30  percent  of  patients  given 
steroids,  accompanied  by  the  other  routine 
forms  of  therapy,  there  is  a gradual  im- 
provement that  is  permanent  over  a rea- 
sonable period  of  time — in  other  words, 
during  periods  of  follow-up  that  range  up  to 
two,  three  or  even  five  years. 

We  also  know,  however,  that  when 
steroids  are  discontinued,  in  the  majority 


of  patients  there  is  gradually  a tendency 
to  recurrence,  so  that  the  relapse  rate  even 
in  those  patients  who  have  had  long-con- 
tinued steroid  therapy  is  fairly  high.  There 
has  gradually  developed  the  idea  that 
many  of  these  patients  in  whom  the  dis- 
ease can  be  suppressed  should  be  kept  on 
long-range  steroid  medication,  and  there 
are  now  reports  of  many  individuals  who 
have  been  kept  for  a year,  two  years,  or 
even  as  long  as  six  years  on  steroids.  In 
about  30  to  40  percent  of  the  patients  who 
have  long-continued  steroid  therapy,  the 
disease  is  kept  quiescent  at  least  in  the 
sense  that  the  recurrences  are  mild,  not 
incapacitating,  and  the  patient  is  able  to 
maintain  a fairly  useful  life  in  much  the 
way  that  many  patients  who  have  duo- 
denal ulcer  disease  might  have  mild  re- 
currences for  a few  days  a year  and  not  be 
terribly  ill. 

Our  policy  at  present,  therefore,  is  to 
say  that  since  there  are  relatively  few  con- 
traindications to  the  use  of  steroids  in 
treating  colitis,  since  we  understand  the 
complications,  and  since  we  can  manage 
these  in  most  instances,  we  use  this  form 
of  therapy  for  those  patients  whose  dis- 
ease is  in  its  early  stages  and  also  for  pa- 
tients who  have  moderately  severe  disease. 
We  give  it  a trial  of  at  least  two  or  three 
weeks,  not  longer,  because  the  result  should 
be  fairly  prompt,  to  see  whether  benefit 
will  occur.  If  it  occurs,  we  continue  steroid 
therapy  for  possibly  two  or  three  months. 
If  during  that  period  of  time  there  is  ob- 
jective as  well  as  subjective  improvement, 
we  gradually  discontinue,  very  slowly  by 
decrements  of  possibly  5 or  10  percent,  the 
steroid  that  we  are  using.  If  the  patient 
shows  signs  of  relapse,  the  dosage  is  in- 
creased again.  If  the  patient  has  continu- 
ing objective  evidence  of  activity  in  spite 
of  symptomatic  improvement,  we  continue 
steroids  for  a long  period  of  time,  con- 
stantly observing  the  patient  to  evaluate 
his  course  and  in  the  hope  of  avoiding  some 
of  the  major  disorders  that  occur.  If  the 
patient  gets  worse,  then,  of  course,  we  are 
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faced,  as  we  are  in  many  instances,  with  the 
decision  between  continuing  medically,  in- 
cluding steroids,  or  resorting  to  surgery. 

I think  we  find  that  the  over-all  picture 
of  relief  with  steroids  is  probably  not  im- 
pressively greater  statistically  than  with 
non-steroid  therapy.  In  other  words,  we 
may  have,  instead  of  the  20  percent  of 
patients  who  remained  well  before  steroids, 
perhaps  30  percent.  Instead  of  the  per- 
haps 20  percent  who  remained  not  en- 
tirely well  but  not  terribly  sick  without 
steroids,  there  may  now  be  25  or  30  per- 
cent, maybe  a few  more,  in  this  category. 

Guidance  In  The  Selection  Of  Cases 

We  know,  as  I said  before,  that  we  are 
not  curing  many  of  these  patients  in  the 
strict  sense  of  that  term.  We  feel,  how- 
ever, that  it  is  impossible  to  select  in  ad- 
vance the  patients  who  will  be  benefited 
by  steroids  and  those  who  won’t  be  so  ben- 
efited unless  something  comes  of  the  work 
dealing  with  hyper-immune  reactions  and 
the  gamma  globulin  changes  that  I have 
mentioned  and  which  help  in  the  selection 
of  cases.  We  therefore  feel  that  practi- 
cally all  patients  with  ulcerative  colitis 
deserve  a trial  of  steroid  therapy,  although 
when  we  see  these  patients  who  have  been 
ill  for  long  periods  of  time  and  have  the 
terribly  changed  colons,  the  ruined  colons 
that  are  so  destroyed  that  we  can  say  that 
the  disease  has  reached  its  maximum  im- 
pact, we  have  a definite  feeling  that  in  those 
patients  we  probably  are  making  a gesture 
more  for  ourselves  than  in  the  hope  that 
we  are  going  to  benefit  the  patient.  We 
know  that  most  patients  deserve  a trial  of 
this  type  of  therapy  because  we  are  deal- 
ing with  a terrible  disease;  we  are  dealing 
with  a disease  we  don’t  understand  too 
well,  and  if  we  give  these  patients  relief, 
then  we  have  accomplished  something,  and 
we  may  avoid  colectomy  for  some  of  these 
individuals.  What  is  not  known  today  is 
the  long-range  situation  in  the  sense  of 
many,  many  years  of  follow-up  of  the  pa- 
tients who  have  had  steroid  therapy  for 
long  periods  of  time.  That  we  don’t  know. 


What  happens  to  their  colons,  whether  they 
will  have  a higher  incidence  of  adenoma, 
whether  more  of  them  will  develop  carcin- 
oma if  we  keep  them  going  for  long  periods 
of  time  is  unknown.  Whether  the  steroids 
will  maintain  their  effect  indefinitely  is 
also  unknown.  But  at  least  there  is 
enough  clinical  experimentation  going  on 
by  careful  observers  so  that  we  hope  over 
a period  of  time  to  be  able  to  answer  these 
questions. 

I think,  however,  that  if  we  approach 
this  problem  honestly  and  say  that  this 
is  a disease  we  don’t  understand,  this  is 
a disease  in  which  we  can’t  speak  in  terms 
of  “cure,”  this  is  a disease  in  which  steroids 
may  help  to  suppress  the  activity  and  to 
give  the  patient  a reasonable  chance  of 
continuing  a normal  existence,  then  this 
type  of  therapy  does  have  a definite  place, 
providing  we  recognize  its  nonspecific  na- 
ture and  limitations.  I would  say  that 
this  is  a reasonable  form  of  therapy  to  add 
to  what  we  already  do  and  which,  in  the 
final  analysis,  is  not  terribly  specific  any- 
how. 

When  I turn  to  the  question  of  using 
steroids  in  treating  liver  disease,  what  I 
have  to  say  is  even  less  conclusive  than 
what  I had  to  say  about  the  treatment  of 
colitis.  Here  we  are  faced  with  tremendous 
confusion  because  of  the  absence  of  un- 
iversally accepted  terminology  and  absence 
of  complete  understanding  of  etiology.  We 
know  little  about  the  true  nature  of  many 
liver  diseases.  We  have  two  words  that 
we  use  for  almost  all  liver  disease:  hepa- 
titis, when  the  disease  is  acute,  and 
cirrhosis  when  the  disease  is  chronic.  But 
whether  each  of  these  terms  covers  one  or 
many  diseases  is  still  quite  unclear. 

Steroids  have  been  used  for  a long  time 
in  the  treatment  of  various  liver  diseases. 
We  know  that  these  substances  do  not 
greatly  alter  liver  function,  as  this  is  usu- 
ally measured.  They  do  increase  the 
glycogen  in  the  liver  and  they  also  increase 
the  deposition  of  hepatic  fat.  What  these 
changes  mean  in  terms  of  liver  function  is 
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uncertain.  Steroids  also  suppress  in- 
flammatory changes  in  the  liver  and,  possi- 
bly, fibrotic  changes,  as  they  do  in  other 
types  of  organic  disease. 

One  curious  fact  that  has  come  to 
light  is  that  steroid  therapy  is  very  often 
followed  by  a decrease  in  serum  bilirubin 
of  patients  who  are  jaundiced.  The  mech- 
anism of  this  is  not  clear.  This  has  been 
seen  in  some  patients  who  have  mech- 
anical obstruction  of  their  biliary  ducts 
but  chiefly  in  patients  who  have  hepatitis 
with  either  parenchymal  disease  or  in- 
trahepatic  obstructive  changes  of  an  ob- 
scure nature. 

False  Signals 

Unfortunately,  the  lowering  of  the  serum 
bilirubin  has  often  been  thought  to  indi- 
cate improvement  and  when  patients  with 
jaundice  due  to  hepatitis  were  given 
steroids  and  became  less  jaundiced  it  has 
been  assumed  that  the  steroids  were  curing 
the  hepatitis,  and  that  these  patients  were 
getting  better  more  promptly  than  would 
have  been  the  case  without  steroids.  That 
is  not  so.  If  the  steroids  are  stopped,  the 
serum  bilirubin  usually  rises  again,  the 
biopsies  of  the  livers  do  not  show  subsid- 
ence of  the  disease,  and  liver  function  is 
not  necessarily  changed,  so  that  steroids 
cannot  be  said  to  alter  or  change  the  course 
of  the  disease.  Steroids  are  not  now  being 
used,  therefore,  in  the  treatment  of  the 
average  case  of  acute  hepatitis.  They  are 
still  used  in  acute  cases  of  fulminating 
hepatitis  with  rapidly  rising  jaundice  and 
evidence  of  severe  necrosis  of  the  liver,  if 
the  patient  is  apparently  lapsing  into  acute 
liver  failure.  In  these  patients  we  are 
often  so  desperate  that  we  use  steroids 
along  with  everything  else,  and  it  is  thought 
that  possibly  in  some  of  these  patients  the 
steroids  may  alter  the  course  of  the  dis- 
ease and  help  keep  the  patient  alive.  The 
fact  remains  that  the  only  type  of  treat- 
ment that  has  seemed  to  be  of  any  avail, 
and  then  only  occasionally,  in  patients  who 
have  massive  fulminating  necrosis  of  the 
liver  due  to  viral  hepatitis  has  been  steroid 


therapy.  Whether  the  benefit  has  been 
coincidental  or  not  I don’t  think  one  knows. 

The  Term  “Chronic  Hepatitis” 

It  is  almost  impossible  to  give  a brief 
and  generally  acceptable  definition  of 
chronic  hepatitis.  This  is  one  of  those 
terms  that  includes  a hodge-podge  of  pa- 
tients, not  only  those  who  have  continu- 
ing parenchymal  disturbance  following 
viral  infection,  but  also  those  with  continu- 
ing alteration  of  the  so-called  cholangioles 
of  the  liver  and  those  with  various  types 
of  hyper-immune  reactions.  Here  again 
we  are  waiting  for  some  Moses  to  lead  us 
out  of  the  wilderness  of  classification  and 
this  may  help  in  the  selection  of  cases  of 
a specific  type  in  which  the  use  of  steroids 
can  possibly  be  more  specific. 

At  the  present  time  many  of  us  use 
steroids  in  the  treatment  of  those  patients 
who  have  long-continuing  jaundice,  who 
seem  to  be  gradually  going  into  so-called 
biliary  cirrhosis.  It  is  possible  that  in 
some  of  these  patients  the  steroids  act  to 
suppress  the  inflammatory  and  destructive 
changes  in  the  liver  and  relieve  the  patient 
symptomatically.  In  the  majority  of  such 
patients  the  disease  process  is  not  funda- 
mentally altered  by  steroids.  When  these 
are  stopped  the  disease  seems  very  much 
the  same  as  it  was  before.  As  is  true  in 
ulcerative  colitis,  possibly  some  of  the 
patients  who  have  the  hyper-immune  re- 
actions that  we  now  call  lupoid  hepatitis, 
the  patients  who  have  the  type  of  liver 
disease  that  might  be  associated  with  some 
type  of  hypersensitivity  change  within  the 
liver,  seem  more  likely  to  be  helped  by 
steroids.  Here  these  drugs  seem  particu- 
larly valuable  in  slowing  down  the  course 
of  the  disease  and  in  relieving  symptoms. 
In  these  cases,  the  steroids  can  probably 
be  continued  for  long  periods  of  time  with 
out  hurting  the  patient  and  may  benefit 
in  the  sense  of  keeping  the  disease  quies- 
cent. 

Steroids  are  not  used  in  the  routine 
treatment  of  cirrhosis.  Most  steroids  in- 
crease fluid  retention.  There  is  some 
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suggestion  that  they  may  increase  the 
tendency  to  variceal  bleeding,  and  by  and 
large  they  have  been  abandoned,  except 
that  there  has  been  recently  some  interest 
in  the  use  of  prednisone  in  the  manage- 
ment of  ascites  in  cirrhosis.  It  is  thought 
that  this  particular  type  of  steroid  may 
increase  water  excretion  and  may  possibly 
suppress  the  aldosterone  mechanism,  al- 
though I think  that  this  is  questionable. 
The  opinion  is  held  by  some  that  if  the 
use  of  prednisone  is  combined  with  re- 
stricted sodium  intake,  ascites  is  got  rid 
of  more  rapidly  in  the  cirrhotic  patient 
than  otherwise.  We  have  some  patients 
who  have  done  quite  well  on  this  program, 
bpt  this  is  something  in  which  numerous 
control  studies  and  a good  bit  of  statisti- 
cal analysis  are  necessary  before  we  really 
will  know  the  answer.  We  feel  that  there 
is  no  contraindication  to  prednisone  in 
these  patients  with  cirrhosis  and  ascites 
but  we  are  not  prepared  to  say  that  this 
is  terribly  helpful. 

Finally,  in  hepatic  coma  itself,  the  end 
stage  of  the  liver  failure  that  occurs  in  so 
many  different  types  of  liver  disease, 
steroids  are  now  rarely  used.  This  is  par- 
ticularly true  when  coma  is  the  end  result 
of  progressive  chronic  liver  disease  such  as 
cirrhosis.  Reliance  is  placed  on  other  forms 
of  therapy  and  we  have  largely  abandoned 
steroids  as  the  shot  in  the  arm  type  of 
therapy  that  is  going  to  snap  the  patient 
back  because  it  usually  has  no  beneficial 
effect  whatsoever. 

The  only  instances  of  coma  in  which  the 
use  of  steroids  seems  valid  are  those  few 
instances  that  I mentioned  already,  those 


patients  who  have  fulminating  liver  dis- 
ease who  are  going  into  coma  as  a result 
* of  an  acute  toxic  or  viral  injury  to  the  liver. 
In  those  patients  massive  doses  of  steroids, 
up  to  1,000  or  1,500  milligrams  of  corti- 
sone a day,  occasionally  have  been  followed 
by  recovery  of  the  patient.  I think  it  is 
important  to  emphasize  how  few  cases 
have  responded  to  this  therapy  and  how 
difficult  it  is  to  reach  a final  judgment  on 
the  basis  of  these  few  patients.  I would, 
however,  certainly  say  that  in  this  very 
desperate  situation,  in  which  the  maximum 
type  of  therapy  must  be  applied,  there 
would  be  no  contraindication  to  steroids 
and  possibly  in  individual  cases  they  may 
be  helpful. 

I am  afraid,  therefore,  that  I have  to 
end  my  discussion  of  steroids  in  liver  dis- 
ease by  indicating,  as  I did  already,  that 
this  is  an  unfinished  topic,  that  much  re- 
mains to  be  learned,  that  by  and  large 
steroids  have  not  been  very  helpful  in 
treating  hepatic  disease,  although  occasion- 
ally they  do  help  to  suppress  symptoms  and 
possibly  may  keep  the  patient  from  a 
desperate  situation. 

I myself  feel,  as  I have  already  stated, 
that  our  chief  problem  is  one  of  accurate 
diagnosis,  that  we  know  relatively  little 
about  what  goes  on  inside  the  liver,  that 
possibly  in  the  future  we  will  be  able  to 
select  individual  patients  or  individual 
types  of  liver  disease  in  which  steroids  will 
be  helpful.  As  we  define  liver  disease  to- 
day, however,  steroids  seem  to  have  very 
little  part  in  its  treatment  and  are  not  in 
any  sense  of  the  word  curative  or  even 
helpful  in  most  instances. 


SYMPOSIUM 

The  second  Hahnemann  symposium  on  hypertension  will  be  held  at  the 
College  in  Philadelphia  on  Thursday  and  Friday,  May  4 and  5,  1961.  Further 
particulars  may  be  had  from  Albert  M.  Brest,  M.D.,  Head,  Section  of  Hyper- 
tension and  Rhinology,  Hahnemann  Medical  College. 
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and  Related  Diseases 


• As  might  be  expected,  steroids  have  attained  an 
acknowledged  place  in  the  treatment  of  arthritis,  the 
disease  under  investigation  during  their  development. 
Nevertheless,  their  use  does  not  constitute  the  sole  or 
even  major  portion  of  the  treatment. 


Joseph  J.  Bunim,  M.D. 


It  is  impressive  how  similar  ulcerative 
colitis  and  rheumatoid  arthritis  are  insofar 
as  what  can  be  said  about  the  cause,  the 
cure  and  the  role  of  steroid  therapy  in 
these  diseases. 

I am  grateful  to  Dr.  Tumen  for  the  re- 
marks that  he  made  because  they  will 
simplify  my  presentation  considerably. 

Rheumatoid  arthritis  has  many  similar- 
ities to  ulcerative  colitis.  It,  too,  has  a 
varied  course  and  because  of  this  it  is 
difficult  to  evaluate  the  various  thera- 
peutic agents  because  there  are  spontan- 
eous remissions,  there  are  mild  courses  in 
some  cases,  and  one  is  never  sure  how  much 
one  has  contributed  to  the  recovery  or 
improvement  of  the  patient  as  a result  of 
any  single  therapeutic  measure  such  as 
steroids. 

Again,  as  in  ulcerative  colitis,  we  empha- 
size that  steroids,  when  used,  should  cer- 
tainly not  be  the  only  agent  in  the  thera- 
peutic regimen.  This  holds  true  for  any 
anti-rheumatic  compound,  whether  it  is 
aspirin  or  gold  or  phenylbutazone  or  anti- 
malarial  agents  or  steroid  therapy. 

The  indoctrination  of  the  patient: 

Dr.  Bunim,  diplomate  of  the  American  Board  of  Internal 
Medicine,  is  Clinical  Director,  National  Institute  of  Arthritis 
and  Metabolic  Diseases.  National  Institutes  of  Health,  Bethesda, 
Maryland. 


orienting  him  as  to  the  nature  of  the  dis- 
ease, the  likelihood  of  its  chronic  course, 
the  fact  that  it  is  rather  foolish  to  look  for 
miracles,  an  attempt  to  resolve  some  of 
his  inner  conflicts,  to  help  him  with  emo- 
tional and  other  problems,  and  in  addition 
to  that,  some  rest  from  stressful  environ- 
mental factors,  corrective  exercises,  splints, 
casts,  physical  therapeutic  measures — these 
are  all  very  important  in  a comprehensive 
individualized  regimen. 

In  addition  to  that,  there  are  cases  where 
steroids  in  properly  selected  cases  are  help- 
ful. There  is  no  doubt  that  despite  the 
limitations  and  undesirable  side  effects,  in 
some  instances  major  catastrophic  undesir- 
able side  effects,  despite  these  there  is  a 
very  definite  place  for  steroid  therapy  in 
carefully  chosen  cases  of  rheumatoid  arth- 
ritis. 

There  is  another  very  striking  similarity 
between  the  two  diseases  in  that  although 
we  observe  very  impressive  improvement 
subjectively  and  objectively  and  even  inso- 
far as  laboratory  changes  are  concerned 
as  a result  of  steroid  therapy,  we  neverthe- 
less fail  to  alter  the  ultimate  course  of  the 
disease. 

When  one  compares  the  end  results  after 
ten  years  of  experience,  and  in  some  in- 
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stances  after  six  or  seven  years  of  treat- 
ment, one  is  impressed  that  the  end  results 
are  not  strikingly  superior,  certainly  are 
not  spectacular.  Although  there  is  sub- 
jective and  objective  clinical  improvement, 
there  may  not  be  anatomical  improvement 
or  arrest  of  destructive  changes.  Never- 
theless we  must  not  lose  sight  of  the  fact 
that  the  intermediate  results  in  the  inter- 
vening years  during  those  eight  years  the 
patient  had  been  able  to  return  to  a state 
of  employability  and  lead  a life  worth 
living  which  he  might  not  have  been  able 
to  do  had  he  not  received  steroid  therapy. 

The  similarity  between  the  two  diseases 
goes  even  further  than  that.  Some  of  the 
complications  are  common  to  both,  such  as 
iritis,  which  Dr.  Tumen  mentioned,  and  of 
course  patients  with  ulcerative  colitis,  in 
a small  percentage  of  cases,  do  develop 
arthritis  which  is  indistinguishable  from 
rheumatoid  arthritis.  They  may  even  de- 
velop sacroiliac  arthritis  and  involvement 
of  the  spine  as  well. 

Further  there  is  the  point  which  Dr. 
Tumen  made  which  Dr.  Kirsner  has 
emphasized  of  hypergammaglobulinemia 
and  apparently  an  increased  antibody  re- 
action or  responsiveness.  This  is  very  true 
of  rheumatoid  arthritis.  The  hypothesis 
of  Dr.  Kirsner  is  that  perhaps  this  disease 
is,  after  all,  an  auto-immune  disease,  that 
the  patient  may  become  sensitive  to  some 
of  his  own  tissue  constituents,  especially 
in  the  gastro-intestinal  tract. 

Two  Striking  Differences 

We  are  toying  with  the  same  idea  in 
rheumatoid  arthritis,  but  we  have  not  yet 
been  able  to  even  approximate  the  site  of 
the  antigen  formation  or  even  to  tell 
whether  it  is  an  intrinsic  or  an  estrinsic 
or  endogenous  or  exogenous  antigen. 

There  are  two  striking  differences  be- 
tween the  two  diseases.  One  concerns  the 
undesirable  side  effects  of  steroid  therapy 
in  rheumatoid  arthritis,  the  formation  of 
peptic  ulcer  (gastric  or  duodenal.)  A 
disturbingly  high  percentage  of  such  pa- 


tients may  develop  severe  gastrointestinal 
hemorrhage  or  perforation.  And  yet  in  a 
disease  which  intrinsically  involves  the 
intestinal  tract,  such  as  ulcerative  colitis, 
peptic  ulcer  rarely  occurs  as  a side  effect 
of  steroid  therapy.  This  is  rather  ironic. 

The  second  difference  between  the  two 
diseases  is  that  in  cases  of  ulcerative  colitis 
that  develop  arthritis  clinically  indistin- 
guishable from  rheumatoid  arthritis  one 
does  not  find  the  rheumatoid  factor  in  the 
serum;  that  is  the  factor  that  is  responsi- 
ble for  the  hemagglutination  reaction,  (the 
sheep  cell  agglutination  or  the  Latex  fixa- 
tion test  or  the  bentonite  flocculation  test). 

In  all  these  serological  reactions,  which 
are  rather  specific  for  rheumatoid  arthritis 
and  occur  in  about  85  per  cent  of  cases  of 
definite  rheumatoid  arthritis — this  reaction 
has  never  been  found  in  patients  with 
ulcerative  colitis  that  develop  “rheumatoid” 
arthritis. 

Indications  For  Steroid  Therapy 

The  indications  for  steroid  therapy  in 
rheumatoid  arthritis  I would  say  are  some- 
think  like  this:  We  firmly  believe  and 
everyone  agrees  that  steroids  should  not 
be  the  first  measure  to  be  used  when  the 
patient  is  first  seen. 

We  believe  in  a very  conscientious  and 
earnest  trial  of  conservative  therapy, 
applying  the  various  measures  which  I 
have  already  enumerated.  The  anti-rheu- 
matic agent  one  should  use  first  is  aspirin, 
in  one  form  or  another,  in  adequate  dosage 
and  at  regular  intervals. 

If,  however,  after  months  of  conscien- 
tious and  persistent,  patient  administra- 
tion of  such  a conservative  regimen  the 
disease  seems  to  progress  rapidly  and  relent- 
lessly and  the  patient  is  threatened  with 
invalidism,  disability  or  prolonged  unem- 
ployment, one  has  to  consider  a more 
potent  measure,  and  regardless  of  what 
measure  one  resorts  to  there  is  involved  a 
definite,  calculated  risk,  whether  it  be 
gold  or  phenylbutazone  or  anti-malarial 
agents  or  steroids.  There  is  a risk,  and  one 
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should  sit  down  with  the  patient  and  cal- 
culate the  risk  of  the  undesirable  side 
effects  on  the  one  hand  against  a relent- 
less course  and  unemployment  or  invalid- 
ism on  the  other.  This  is  not  easy  to  do. 

The  contraindications  to  steroid  therapy 
in  rheumatoid  arthritis,  are  not  as  numer- 
ous as  we  had  thought  originally.  I think 
the  most  important  thing  is  a careful  his- 
tory and  a careful  examination  before  ther- 
apy is  begun  to  make  sure  that  certain  dis- 
eases or  complications  do  not  coexist. 

For  example,  it  would  be  hazardous  to 
miss  the  presence  of  active  tuberculosis, 
because  giving  such  a patient  steroid  ther- 
apy without  the  protection  of  antibiotic, 
anti-tuberculous  therapy,  might  have  seri- 
ous consequences. 

On  the  other  hand,  if  the  patient  is 
really  in  need  of  steroid  therapy  and  yet 
has  tuberculosis,  one  may  administer 
steroid  therapy  provided  the  patient  is 
well  protected  with  isoniazid  or  some 
of  the  other  effective  antibiotic  agents. 

The  same  holds  true  for  other  concomi- 
tant infections  that  are  responsive  to  anti- 
biotics. The  danger  is  that  such  infections 
might  not  be  recognized  before  or  during 
the  administration  of  steroid  therapy.  But 
having  discovered  the  disease  and  armed 
with  an  effective  antibiotic,  steroid  therapy 
is  not  contraindicated. 

The  same  holds  true  for  diabetes.  There 
is  no  question  that  steroid  therapy  will 
reduce  carbohydrate  tolerance,  and  in  a 
small  percentage  of  cases  (one  to  three 
per  cent)  may  even  cause  steroid  diabetes. 
Nevertheless,  if  a patient  had  severe 
rheumatoid  arthritis  and  had  diabetes,  one 
would  not  hesitate  to  administer  steroid 
therapy  knowing  the  diabetes  could  be 
controlled  with  increased  amounts  of  in- 
sulin or  dietary  adjustment. 

Beneficial  Effects 

With  this  introduction,  I would  like  to 
go  on  and  talk  about  some  beneficial  effects 
of  steroid  therapy  in  rheumatoid  arthritis, 


and  also  some  undesirable  side  effects. 

As  you  know,  current  usage  is  almost 
confined  to  the  synthetic  anti-rheumatic 
steroids.  We  rarely  use  cortisone  and 
hydrocortisone  now.  The  commonest 
analogs  are  prednisone,  prednisolone, 
triamcinolone,  methylprednisolone  or  dex- 
amethasone.  There  is  a definite  correla- 
tion between  the  biological  and  clinical 
effects  of  these  steroids  and  their  chemical 
structure. 

The  difference  between  prednisone  and 
cortisone  is  that  there  is  a double  bond  be- 
tween carbon  1 and  2.  Prednisone  is  the 
analogue  of  hydrocortisone,  again  the  same 
difference. 

Triamcinolone  differs  more  radically  in 
that  there  has  been  added  a fluorine  in 
carbon  9 position,  and  in  16  carbon  posi- 
tion an  hydroxyl  group. 

Medrol  is  very  closely  related  to  predniso- 
lone. The  only  difference  here  is  that  a 
methyl  radical  has  been  added  at  carbon  6. 

Dexamethasone  is  related  to  triamcino- 
lone with  remarkable  difference  in  side 
effects,  and  yet  the  only  difference  chem- 
ically between  these  two  compounds  is, 
instead  of  having  a hydroxyl  radical  in  the 
16th  position,  we  have  a methyl  radical. 

The  anti-inflammatory  effects  of  steroids 
was  clearly  demonstrated  in  a patient,  17 
years  old  who  had  rheumatoid  arthritis 
for  three  years  and  had  been  getting  as- 
pirin regularly  in  fairly  large  doses.  He 
was  not  responding,  and  we  had  decided  to 
put  him  on  prednisone.  He  was  one  of 
the  first  patients  who  received  prednisone, 
back  in  1954.  A biopsy  of  the  synovia  of 
the  knee  at  the  time  he  was  getting  aspirin 
showed  characteristic  rheumatoid  synovitis, 
and  a very  large  purple  area  indicated 
fibrinoid  degeneration;  round  connective 
tissue  cells  in  an  active  stage  of  prolifera- 
tion; a cluster  of  polymorphonuclear  cells, 
and  more  significant,  the  absence  of 
synovial  lining.  The  lining  was  completely 
destroyed,  and  there  were  no  deposits  of 
lipid  cells. 
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A biopsy  of  the  same  patient,  the  same 
knee  24  days  after  prednisone  therapy  was 
begun,  showed  a very  different  picture. 
A restoration  of  the  intimal  lining  took 
place,  the  polymorphs  disappeared;  the 
fibrinoid  degeneration  was  completely  gone, 
lipid  cells  reappeared  and  there  is  no  ques- 
tion that  it  indicates  steroid  a very 
effective  and  impressive  anti-inflamma- 
tory agent. 

Clinically  we  measure  the  effect  by 
attributing  arbitrary  numerical  values  to 
pain,  motion,  tenderness,  swelling  — we 
measure  the  proximal  interphalangeal 
joints  with  jeweler’s  rings,  measure  the 
range  of  motion,  subtract  from  normal  and 
get  the  deficit  and  measure  the  duration  of 
morning  stiffness.  In  a series  of  24  pa- 
tients, most  of  whom  had  been  on  other 
steroids  and  had  stopped  responding  alto- 
gether, an  impressive  improvement  was 
shown  with  the  use  of  dexamethasone  over 
a period  extending  from  4 weeks  to  a year 
and  a half. 

In  our  endeavor  to  constantly  reduce  the 
steroid  dosage,  we  have  supplemented  as- 
pirin. This  measure  is  very  effective  in 
reducing  steroid  requirement. 

Importance  Of  Dosage 

There  is  no  question  in  our  mind  that 
the  single  most  important  factor  in  reduc- 
ing the  incidence  and  severity  of  undesir- 
able side  effects  in  rheumatoid  arthritis  is 
dosage.  As  a matter  of  fact,  we  do  not 
strive  for  complete  suppression  of  symp- 
toms for  fear  that  we  are  paying  too  high 
a price  by  increased  dosages.  So  we  are 
willing  to  settle  for  sub-optimal  control  of 
the  disease. 

Nov/,  there  are  some  instances  where  this 
did  not  work.  This  column  shows  the 
amount  of  salicylates  in  grams  per  day, 
that  was  supplemented.  In  50  per  cent 
of  the  cases  there  was  very  effective  re- 
duction in  the  requirement  of  steroid.  Here 
is  a patient,  for  example,  who  required  4 
milligrams  of  dexamethasone  a day.  This 
is  the  maximum  dose  we  dare  give  to  any 


patient.  If  he  doesn’t  respond  to  that, 
then  we  feel  he  is  not  a patient  for  steroid 
therapy,  and  we  rarely  go  as  high  as  4. 
One  of  the  patients  needed  4 mg.  and  yet 
on  3.6  grams  of  salicylates  was  able  to  do 
with  one  mg.  daily. 

Another  had  4 and  with  salicylates  was 
able  to  do  with  1.5  mg.  These  are  not  just 
coincidental  reductions  in  severity  of  the 
disease  or  remission  because  when  we  take 
them  off  aspirin  these  patients  again  re- 
quire higher  dosage. 

To  summarize,  I would  say  that  in  50 
per  cent  of  our  patients  we  have  been  able 
to  reduce  the  steroid  dose  by  50  per  cent 
when  we  supplement  aspirin. 

Undesirable  Side  Effects 

I am  sure  you  are  familiar  with  some  of 
the  undesirable  side  effects  of  steroids. 
Out  of  27  patients  25  developed  the  Cush- 
ingoid symptoms;  23  had  reported  severe 
increase  in  appetite,  which  was  almost  un- 
controllable, and  as  a result  19  of  our  27 
patients  gained  at  least  10  pounds,  and 
many  of  them  gained  20  and  30  pounds; 
11  of  our  27  patients  had  petechiae.  Other 
less  frequent  symptoms  were  restlessness 
and  insomnia.  There  were  no  cases  of 
psychosis  to  our  knowledge  either  in  our 
Institute  or  other  groups.  Hirsutism,  in- 
creased sweating  and  edema  (this  happened 
to  occur  only  in  patients  who  had  pete- 
chiae), occurred  in  a number  of  patients. 
The  mechanism  for  this  edema  is  not  yet 
clear  and  we  wonder  whether  the  integrity 
of  the  capillaries  may  not  be  involved. 
Epigastric  pain  developed  in  4 patients. 
Fractures  occurred  in  3 of  27  patients. 
Only  1 of  27  patients  developed  hyperten- 
sion, and  he  was  borderline  before  steroid 
therapy  was  given.  I wonder  whether 
there  isn’t  something  encouraging  about 
the  low  incidence  of  hypertension,  of  psy- 
chosis, in  the  newer  synthetic  steroids. 
This  of  course  remains  to  be  confirmed  by 
greater,  longer  trial.  Only  1 patient  in 
our  series  had  a peptic  ulcer.  We  x-ray 
our  patients  (gastro-intestinal  series) 
regularly  every  three  months  and  only 
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found  one  with  peptic  ulcer.  However, 
other  observers  have  found  higher  incidence 
than  1 out  of  27.  It  remains  to  be  seen 
whether  there  is  a true  reduction  in  the 
serious  undesirable  side  effects  with  dex- 
amethasone, as  compared  to  the  older 
steroids. 

Supression  Of  Thyroid  Function 

One  of  the  physiological  abnormalities 
or  side  effects  that  result,  which  is  of 
little  clinical  importance,  is  suppression  of 
thyroid  function.  The  rate  of  radioactive 
iodine  uptake  falls  as  the  dose  of  dexa- 
methasone  increases. 

Dexamethasone  does  impair  carbohy- 
drate tolerance  in  a fair  number  of  pa- 
tients. Of  the  fifteen  cases  that  we  have 
studied  carefully  and  on  whom  we  have 
done  repeated  glucose  tolerance  tests  in- 
travenously, 5 showed  a definite  deteriora- 
tion. One  patient,  before  dexamethasone, 
had  a normal  glucose  utilization  rate  and 
after  4 to  6 months  of  therapy  was  border- 
line. Another  was  borderline  to  begin  with 
and  clearly  showed  a diabetic  curve.  This 
person  was  normal  pretreatment,  again 
normal  4 to  6 months,  by  7 to  9 months  he 
had  a diabetic  curve. 

So  although  glycosuria  and  hyperglyce- 
mia did  not  occur  in  these  patients,  judged 
where  glucose  tolerance  tests  were  con- 
cerned there  was  a definite  reduction  in 
carbohydrate  tolerance  as  a result  of  dex- 
amethasone after  several  months. 

The  ulcer  story  is  briefly  summarized 
here.  We  have  compared  and  drawn  from 
the  literature  the  incidence  of  ulcers  in 
cases  of  spontaneously  occurring  Cushing’s 
disease. 


In  the  spontaneous  Cushing’s  disease 
only  2 per  cent  of  the  patients  developed 
ulcer;  in  patients  with  asthma,  treated  with 
steroids,  the  incidence  varies  from  2 to 
8 per  cent.  In  the  control,  subjects 
used  by  Dr.  Kammerer,  only  5 per 
cent  had  ulcer.  In  those  who  had 
rheumatoid  arthritis  but  did  not  receive 
steroid  therapy,  9 per  cent.  In  those  who 
did  receive  steroid  therapy,  31  per  cent 
developed  ulcer.  Dr.  Ragan  reported  26 
per  cent  in  a four-day  study,  of  68 
cortisone-treated  rheumatoid  patients  and 
we  found  25  per  cent  in  60  cases  on  predni- 
sone. I must  add  here  that  the  cases  that 
we  treat  and  also  I believe  the  cases  that 
Dr.  Ragan  treated  had  severe  rheumatoid 
arthritis  and  in  many  instances  required 
high  dosage. 

Another  undesirable  side  effect  is  com- 
pression of  the  vertebral  bodies.  The  com- 
plications from  compressed  fracture  are  not 
severe.  The  patient  is  usually  not  disabled 
and  there  usually  are  no  neurological  com- 
plications resulting  from  compression  of 
the  vertebral  bodies. 

Finally,  there  is  the  problem  of  vascular 
lesions  simulating  or  pathologically  indis- 
tinguishable from  periarteritis  nodosa.  A 
patient  who  had  rheumatoid  arthritis  in  a 
severe  form  had  not  responded  to  gold, 
salicylates  or  phenylbutazone.  She  was 
given  steroid  therapy  and  after  four  years 
of  such  she  died  of  a disease  clinically  and 
pathologically  indistinguishable  from  poly- 
arteritis nodosa. 

The  incidence  of  vascular  lesions  in  rheu- 
matoid arthritis  patients  treated  with 
steroids  is  greater  than  in  patients  not 
treated  with  steroids. 
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A drawing  of  dendritic  keratitis  (herpes  simplex)  under  magni- 
fication— superimposed  on  a photograph. 


I was  interested  in  Dr.  Flinn’s  remarks 
because  after  ten  years  of  steroids  we  still 
find  that  most  of  the  medical  population 
know  very  little  about  them.  I think  that 
the  very  excess  of  talks  on  steroids  has 
contributed  to  that  situation. 

When  steroids  were  first  introduced, 
there  were  many  papers  given  regarding 
their  use,  despite  the  fact  that  the  drugs 
were  not  available  commercially.  We  had 
one  program  in  New  York  in  which  the 
medical  directors  of  Merck,  Schering  and 
Armour  participated.  I thought  to  myself, 
“Tonight  I will  get  it  from  the  horse’s 
mouth,  or  the  horses’  mouths,  and  I’d  bet- 
ter get  there  early  because  the  place  will 
probably  be  jammed.”  I went  to  the  New 
York  Academy  of  Medicine  and  found  my- 
self one  of  about  fifty  who  were  there.  It 
was  an  excellent  presentation.  That  night 
I learned  something  I had  always  thought 
about  but  had  never  known  to  be  a scien- 
tific fact.  A doctor  from  Yale  gave  a paper 
which  proved  that  the  most  difficult  event 
of  the  day  was  getting  out  of  bed  in  the 


fThese  informal  notes  were  edited  from  a tape  recording  of 
Dr.  Gordon’s  talk. 

Dr.  Gordon,  a diplomate  of  the  American  Board  of  Ophthal- 
mology, is  Assistant  Professor  of  Ophthalmology,  at  Cornell 
University  School  of  Medicine. 


morning.  I had  always  thought  that  was 
true,  but  it  was  a pleasure  to  have  it  con- 
firmed scientifically. 

I did  learn  a few  other  important  facts, 
too.  During  the  week  I made  it  a point 
to  ask  a number  of  my  medical  friends 
why  they  had  not  been  there  that  night, 
and  each  time  the  reaction  was  the  same, 
“That  is  all  you  hear  these  days — papers 
on  steroids.”  When  I asked,  “Have  you 
been  to  one?,”  the  answer  was  invariably 
“No,  I haven’t.”  The  very  availability  of 
it  kept  them  from  learning  how  to  use 
them  because  they  figured,  “Well,  it  is 
just  another  paper  on  steroids.” 

I had  an  exhibit  at  the  American  Acad- 
emy of  Ophthalmology  two  weeks  ago  in 
Chicago.  It  was  a very  simple  exhibit  on 
the  therapy  of  uveitis.  I have  written 
about  it  as  have  others.  I thought  every- 
body knew  all  about  it.  The  result  was 
that  I could  not  work  up  much  interest 
and  didn’t  have  my  exhibit  ready  until 
about  ten  days  before  the  meeting.  It 
was  a “one-shot”  affair  which  used  mounted 
pictures.  The  exhibit  got  there  with  all  the 
panels  wrong  and  had  to  be  changed.  I 
was  going  to  have  five  hundred  reprints 


108 


April,  1961 


ROIDS  IN  OPHTHALMOLOGY* 


available  and  decided  at  the  last  minute 
to  have  a thousand.  We  ran  out  of  re- 
prints after  two  days  of  a four-and-a-half 
day  meeting.  I have  had  over  two  hundred 
requests  for  information  left  at  the  exhibit 
which  I must  answer. 

I have  had  a number  of  phone  calls, 
including  one  yesterday  from  California, 
asking  me  how  to  treat  patients.  As  an 
example,  one  patient  had  had  a severe 
uveitis  in  her  only  eye  since  May  and  by 
the  third  day  of  her  treatment,  the  intern- 
ists had  been  hammering  at  the  ophthal- 
mologist about  treating  the  patient  too 
long  with  steroids.  This  gets  back  to  some 
of  Dr.  Flinn’s  remarks.  If  the  price  is 
high  enough,  you  treat  them  as  long  as 
they  have  to  be  treated.  The  price  in  this 
patient’s  case  may  be  blindness. 

I have  a jet  pilot  in  the  New  York 
Hospital  at  this  very  minute  whom  I saw 
for  the  first  time  one  day  this  week  with 
a choroidal  lesion  in  the  macula  of  one 
eye.  He  has  to  have  binocular  vision  in 
order  to  maintain  his  job  and  for  the  safety 
of  the  passengers  who  fly  with  him.  I am 
giving  him  intravenous  ACTH,  and  start- 
ing with  the  second  day  of  therapy,  the 


• Saving  an  eye  may  be  almost  as  important 
as  saving  a life.  One  must  first  know  the  proper 
indication  for  steroids  and  then  use  them  in 
ample  dosage. 


Dan  M.  Gordon,  M.D. 


internist  became  concerned  about  this  “in- 
tensive steroid  therapy.”  I wonder  where 
these  fellows  have  been  during  all  of  these 
ten  years  of  lectures  and  articles  and 
whether  they  even  attend  or  read  them. 

In  the  field  of  ophthalmology,  steroid 
therapy  has  revolutionized  the  treatment 
of  disease.  I am  fond  of  saying  that  ster- 
oid therapy  is  the  guest  who  came  to  din- 
ner with  arthritis  and  stayed  the  weekend 
with  ophthalmology.  I don’t  pretend  to 
know  anything  about  the  rest  of  medicine, 
but  I do  know  what  it  has  done  for  my 
field.  We  have  been  using  it  or  not  using 
it,  or  abusing  it  or  not  abusing  it,  without 
knowing  why. 

Three  Important  Factors 

There  are  a number  of  important  factors 
which  I hope  will  come  out  this  morning. 
In  ophthalmology  there  are  at  least  three 
important  points  to  bear  in  mind.  One 
is  to  know  the  indications  and  contraindi- 
cations. The  second  is  to  use  the  proper 
route  of  therapy.  The  third  is  to  use 
enough  to  do  the  job  that  you  want  to  do. 
And  if  you  are  not  going  to  use  enough, 
don’t  use  any.  I believe  that,  within  limits, 
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Technique  of  sub-conjunctival  injection 


Herpes  Simplex  of  cornea — major  con- 
traindication to  local  steroid  therapy 


Severe  ocular  allergy  before  treatment 


Severe  ocular  allergy  after  systemic  and 
topical  steroids 


Vernal  conjunctivitis  before  treatment 


Vernal  conjunctivitis  after  topical  steroids 
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if  you  use  inadequate  amounts  of  systemic 
steroids  in  treating  an  eye  disease,  you 
feed  the  flames  of  the  inflammation  and 
make  the  patient  worse. 

The  indications  in  ophthalmology  are 
probably  the  same  as  the  indications 
throughout  the  rest  of  medicine.  There 
are  exactly  five:  Inflammation,  edema,  al- 
lergy, the  presence  of  granulation  tissue, 
and  certain  infections.  In  these  infections 
the  concomitant  indicated  antimicrobial  is 
mandatory.  If  the  antimicrobial  is  not 
used,  considerable  difficulty  may  ensue.  If 
used,  it  may  save  an  eye  which  might  not 
have  been  saved  with  an  antimicrobial 
alone. 

Local  Contraindications 

The  local  contraindications  are  corneal 
diseases,  namely,  herpes  simplex,  fungus, 
and  some  of  the  exanthemata.  We  believe 
that  chicken-pox  and  small  pox  are  defi- 
nitely contraindications.  I have  had  two 
cases  of  corneal  complications  during  Ger- 
man measles,  which  responded  to  topical 
steroids.  The  most  important  single  con- 
traindication is  herpes  simplex  keratitis. 
In  those  areas  of  the  country  where  fungus 
is  endemic,  fungal  keratitis  is  important. 
The  human  cornea  reacts  differently  to 
drugs  and  diseases  than  do  other  parts  of 
the  body. 

I will  illustrate  these  indications  and 
contraindications  as  we  go  along,  and  that 
will  be  the  body  of  my  paper.  I think  we 
can  learn  how  to  use  steroids  by  learning 
why  we  make  mistakes. 

The  route  of  application  in  ophthal- 
mology is  extremely  important.  If  you  can 
look  at  the  lesion  with  your  naked  eye;  in 
other  words,  if  it  is  on  the  lids,  conjunctiva, 
cornea  and  perhaps  in  the  iris,  you  can 
probably  reach  it  with  topical  therapy, 
that  is,  with  drops  and  ointments  of  ster- 
oids, or  steroids  and  antimicrobials. 

If  you  can’t  see  it  with  the  naked  eye, 
and  that  is  in  about  40  percent  of  the 
cases  of  iridocyclitis  and  in  every  case  be- 
hind the  iris,  (that  is,  all  choroiditis  and 
optic  neuritis)  you  must  use  systemic 


therapy.  Eyedrops  will  not  reach  in,  in 
clinically  demonstrable  amounts,  if  the 
lesion  is  behind  the  ciliary  body. 

The  Purpose  Of  Treatment 

The  time  to  start  treatment  is  when 
you  make  the  diagnosis,  because  the  pur- 
pose of  treatment  is  to  suppress  the  dis- 
ease until  the  pathogenic  mechanism  burns 
out.  While  the  etiology  may  be  unclear, 
most  eye  diseases  run  a certain  course.  If 
the  eye  can  be  kept  intact  until  it  runs 
its  course,  the  patient’s  therapy  will  be 
successful.  The  choroid  and  retina  do  not 
regenerate  so  that  damage  is  permanent. 
I am  one  of  those  agnostics  who  do  not 
believe  in  the  survey  method  of  treatment 
of  uveitis.  We  do  not  know  what  causes 
most  cases  of  uveitis.  We  waste  a lot  of 
the  patient’s  time,  money,  and  unfortun- 
ately sometimes  his  eye,  in  a long  survey 
to  try  to  find  out  what  caused  the  disease. 
I have  no  objection  to  anyone  looking  for 
the  cause,  but  I do  object  strenuously  to 
making  the  eye  forego  treatment  and  suffer 
irreparable  damage  until  such  a time  as 
the  etiologic  survey  has  been  completed. 
Start  treatment  the  moment  you  make 
the  diagnosis.  There  is  no  such  thing  as 
a “course”  of  therapy.  A course  of  ther- 
apy is  enough  to  do  the  job  that  you  want 
to  do. 

About  six  weeks  ago,  one  of  my  patients 
had  a cataract  removed  in  his  only  eye. 
This  was  a young  man  in  his  twenties  who 
lost  his  other  eye  with  a Boeck’s  sarcoid 
uveitis.  I have  treated  the  remaining  eye 
for  ten  years  with  systemic  steroids.  Dur- 
ing this  time  the  only  demonstrable  side 
effect  was  mooning  and  some  slight  water 
retention.  Other  patients,  will  show  this 
same  thing  in  a few  weeks,  or  some  in  even 
a few  days.  Fortunately  in  ophthalmology 
most  of  our  patients  are  healthy  patients 
with  a sick  eye.  In  rheumatoid  arthritis 
we  deal  with  sick  tissues  and  the  story  is 
different,  just  as  it  was  different  before 
steroids,  when  these  patients  developed 
many  complications,  now  blamed  on  ster- 
oids. 
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I have  a number  of  patients  whom  I 
have  treated  for  more  than  six  to  twelve 
months,  and  up  to  eight,  nine  and  ten 
years.  I believe,  and  know,  that  where 
some  steroids  fail,  others  in  equal  amounts 
will  succeed.  When  one  steroid  fails  in 
what  I presume  to  be  an  adequate  dosage 
— somewhere  between  eight  and  twelve 
tablets,  or  intravenous  ACTH  running  12 
to  16  hours,  (not  5 hours)  or  intramuscular 
ACTH,  which  is  used  as  an  ambulatory 
procedure  up  to  200  units,  (usually  between 
80  and  160  initially)  I try  a different 
steroid.  I talk  big  dosages  and  use  them 
because  I believe  that  we  need  them  in 
treating  eye  disease. 

I find  that  where  one  steroid  has  failed 
another  will  often  succeed.  I never  sub- 
stitute prednisone  for  prednisolone,  or 
vice  versa,  because  they  are  too  similar 
but  I will  substitute  Decadron,  etc.,  or 
any  of  the  other  steroids  that  we  use. 

I usually  use  triamcinolone  when  the 
patient  has  gained  a lot  of  weight  and  I 
want  him  to  lose  water  and  weight — espe- 
cially weight.  In  the  absence  of  specific 
therapy,  we  employ  steroids.  When  the 
cause  of  the  disease  is  known  and  specific 
therapy  is  available  it  should  be  utilized. 

The  next  point  is  very  important.  Never 
abruptly  discontinue  steroids  without 
tapering  off  after  you  have  treated  a pa- 
tient for  approximately  two  or  three  weeks. 
If  something  happens  that  makes  it  im- 
perative to  stop  quickly,  the  patient  should 
be  given  a subconjunctival  injection  of  a 
half  cc.  of  2 V2  % cortisone,  or  its  equiva- 
lent, in  a suspension  of  another  steroid. 
That  may  prevent  a rebound  phenomenon. 

Most  of  the  eyes  with  chronic  uveitis 
cases  which  I have  lost  have  been  due  to 
the  development  of  a rebound  phenomenon. 
The  patient  either  went  to  a doctor  who 
said,  “Are  you  on  that  horrible  stuff?”  and 
immediately  stopped  treatment,  or  for  some 
other  reason  the  patient  ran  out  of  the 
drug  and  didn’t  bother  getting  any  more 
and  the  eye  was  lost.  A rebound  phenome- 
non must  be  avoided  at  all  costs. 


In  a case  which  requires  the  method 
of  subconjunctival  injection,  the  injection 
is  never  given  this  low  although  I had  to 
do  it  in  one  case  for  purposes  of  photo- 
graphy. I always  inject  high  up  under  the 
upper  lid  so  that  the  material  is  not  visible 
cosmetically.  This  can  be  repeated  every 
3 to  7 or  14  days,  as  often  as  is  necessary 
dependent  upon  the  patient’s  clinical  re- 
sponse. I have  had  some  patients  who 
have  received  as  many  as  75  injections.  I 
have  a number  who  have  had  two  or  three 
dozen.  I have  never  had  a serious  con- 
sequence from  these.  However,  if  the 
patient  is  one  who  may  require  intraocular 
surgery  within  a few  months,  I would 
not  inject  in  the  area  above  where  most 
ophthalmologists  make  the  conjunctival 
incision  because  it  will  tend  to  glue  the 
conjunctiva  down.  I would  inject  else- 
where. 

This  is  a good  procedure  where  steroids 
are  contraindicated  systemically  or  where 
the  amount  of  steroids  required  systemically 
will  jeopardize  the  patient’s  safety.  The 
patient’s  physical  well-being  is  paramount. 
Often  by  using  subconjunctival  injections 
the  amount  of  systemic  steroids  needed 
can  be  markedly  reduced. 

Herpes  Simplex  (Illustration) 

Chief  Contraindication 

The  illustration  of  herpes  simplex  shows 
the  chief  local  contraindication  to  steroids. 
Notice  the  branching  lesion.  Whenever 
you  get  a patient  in  whom  the  corneal 
light  reflexes  are  irregular,  you  have  reason 
to  feel  that  there  is  something  wrong  with 
the  patient’s  cornea.  If  the  patient’s  cor- 
neal sensitivity  is  tested  with  a wisp  of 
cotton  and  the  eye  is  hypesthetic  or  an- 
esthetic in  contrast  to  the  other  normal 
eye,  there  is  reason  to  feel  that  herpes 
simplex  keratitis  is  present.  Here  steroids 
are  withheld  until  the  presence  or  absence 
of  herpes  simplex  keratitis — so-called  dend- 
ritic keratitis — is  confirmed. 

The  fear  of  herpes  simplex  is  not  a rea- 
son for  withholding  steroids  if  reasonable 
precautions  are  taken.  One,  is  to  examine 
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the  eye  with  good  magnification  and  a 
good  light.  The  second  is  to  test  for  cor- 
neal anesthesia  before  any  corneal  anes- 
thetic is  put  on  the  eye.  And  the  third 
is  that  every  general  practitioner  and  in- 
ternist who  examines  an  eye  should  learn 
how  to  use  fluorescein,  to  stain  a corneal 
lesion.  If  a branching  lesion  such  as  I have 
just  shown  you  is  present,  steroids  are  not 
employed  in  topical  therapy. 

Five  Indications  For  Topical  Steroid  Therapy 

The  first  of  five  indications  for  topical 
steroid  therapy  is  seen  on  a patient  with 
an  acute  catarrhal  conjunctivitis  where 
the  reflex  from  the  light  was  clear  and 
regular.  If  you  find  an  irregular  reflex  on 
the  cornea  with  your  light,  you  have  reason 
to  feel  that  you  have  a distorted  corneal 
surface  and  something  is  wrong.  Test  the 
sensitivity  of  the  cornea  and  stain  it  with 
fluorescein.  After  treating  this  patient  for 
five  or  six  days  with  a combination  of  dex- 
amethasone  and  neomycin,  improvement 
was  shown. 

In  a patient  with  proved  APC  conjunc- 
tivitis— the  adenopharyngeal  conjunctival 
form  of  viral  infection — he  responded  to 
topical  Decadron  very  beautifully.  We 
have  been  seeing  a number  of  these  in  the 
last  few  weeks.  During  an  epidemic  of 
sore  throats  there  is  a great  deal  of  sys- 
temic virus  disease  around  and  patients 
always  give  a history  of  present  or  recent 
sore  throat.  Often  we  see  tiny  hemorrhages 
in  the  conjunctiva.  Whenever  a patient  is 
seen  with  conjunctivitis,  one  should  reach 
in  front  of  the  ear  for  a preauricular  node. 
These  viral  conjunctividides  practically  al- 
ways have  an  enlarged  preauricular  node, 
as  well  as  marked  edema  of  the  upper  lid. 

I would  like  to  discuss  the  case  of  a 
man  who  had  an  episcleritis.  Episcleritis 
resembles  conjunctivitis,  but  if  the  red 
area  is  palpated  through  the  lid,  it  is  very 
tender  in  contrast  to  conjunctivitis  which 
is  not  tender.  Episcleritis  is  usually  red 
and  localized  to  one  quadrant  of  the  ex- 
ternal eye.  One  of  the  very  few  patients 
with  episcleritis  whom  I have  treated,  did 


not  clear  up  with  topical  steroids  alone  but 
required  systemic  therapy  before  he  re- 
sponded. 

I might  at  this  point  say  that  most  of 
the  failures  in  treatment  with  topical  ster- 
oids, where  these  are  indicated,  are  due 
to  the  fact  that  most  of  us  have  gone  to 
medical  school  and  fallen  into  this  t.i.d.  or 
q.i.d.  trap.  Given  an  unlabeled  pill  or  eye- 
drop,  or  what  have  you,  one  can  usually 
assume  that  if  it  is  given  to  the  patient 
three  times  a day  or  four  times  a day,  he 
will  probably  not  drop  dead.  We  fall  into 
this  same  trap  when  we  use  eyedrops.  We 
routinely  instill  them  three  times  a day 
or  four  times  a day.  But  when  treating  a 
disease,  the  goal  is  to  saturate  the  lesion 
with  the  medication.  In  ophthalmology, 
three  or  four  drops  a day  in  an  acute  situa- 
tion are  usually  insufficient. 

Therefore,  during  the  first  day  or  two 
of  treatment  of  any  red  eye  which  demands 
steroids,  one  should  give  the  drops  every 
fifteen  minutes — or  every  half  hour  to 
every  hour — the  first  day  or  two.  Then 
when  the  eye  responds,  the  interval  can 
be  increased  between  applications.  Don’t 
fall  into  this  t.i.d.  trap! 

The  same  man  after  about  three  weeks 
of  systemic  therapy  did  very  well.  He 
had,  I think,  two  recurrences  about  a month 
or  two  apart,  and  each  of  these  responded 
although  systemic  therapy  was  required. 
Topical  treatment  was  insufficient.  When 
topical  therapy  in  an  acute  situation  does 
not  work  within  72  or  96  hours,  or  when 
systemic  therapy  in  the  amount  employed 
does  not  produce  a demonstrable  response 
within  that  same  period,  it  is  necessary  to 
increase  the  dosage.  Having  given  it  a 
fair  trial  of  another  three  days,  (say,  on 
the  increased  frequency)  if  the  disease 
still  does  not  respond  then  try  alternate 
preparations.  That  is  the  cue  in  an  acute 
situation. 

In  a case  showing  a severe  ocular  allergy 
— with  marked  edema,  crinkly  appearance, 
and  redness  of  the  lids — the  patient,  sur- 
prisingly enough,  had  been  taking  ACTH 
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for  a retinal  condition.  Often  the  systemic 
therapy  will  not  affect  the  inflamed  con- 
junctiva or  lids,  appreciably.  When  this 
occurs,  the  addition  of  topical  steroids  may 
produce  excellent  response — as  happened 
here.  About  ten  days  later,  there  was  an 
excellent  response.  Hence  when  the  pa- 
tient is  using  systemic  therapy  and  you 
still  have  a red  eye,  add  topical  steroids. 

While  treating  an  intra-ocular  inflam- 
mation, as  a uveitis  with  combined  systemic 
therapy  and  topical  therapy,  when  de- 
creasing the  amount  of  systemic  therapy, 
increase  the  amount  or  the  frequency  of 
topical  therapy  to  cover  the  disease  in  case 
the  systemic  dose  has  been  decreased  too 
rapidly.  The  common  mistake  in  treating 
many  eye  conditions  with  combined  sys- 
temic-topical therapy  is  to  decrease  both 
simultaneously.  One  does  not  run  into 
trouble  with  topical  therapy  as  a rule,  as 
it  causes  no  systemic  side  effects. 

In  a young  boy  with  vernal  conjunctivitis 
or  catarrh,  pavement  blocks  appeared  on 
the  upper  lid.  This  boy’s  father  was  a 
drug  retail  man,  hence  the  boy  had  run 
the  gamut  of  every  form  of  therapy  which 
was  in  the  hydrocortisone  days,  prior  to 
coming  to  me.  About  three  weeks  later, 
all  the  pavement  blocks  had  disappeared 
but  complete  disappearance  is  not  neces- 
sary for  an  excellent  clinical  result.  The 
discharge  stops  and  the  maceration  of  the 
cornea  ceases.  Most  of  these  children  will 
lose  their  symptomatology  when  they  get 
into  their  teens — a few  will  not. 

Lylic  EftecI  Of  Steroids 

One  of  the  first  facts  known  about  ster- 
oids was  their  lytic  effect  on  granulation 
tissue.  Yet  for  some  reason  we  haven’t 
taken  advantage  of  this  in  ophthalmology. 
A child  on  whom  I have  done  three  squint 
operations  before — finally  getting  him  to 
where  he  looks  pretty  straight — developed 
masses  of  granulation  tissue  over  the  suture 
areas. 

The  same  eye  after  about  six  weeks  of 
Decadron  ointment,  shows  improvement. 


He  lost  all  of  the  granulation  tissue.  Nor- 
mally this  would  have  necessitated  excision. 
When  dealing  with  a child  of  three  or  four 
or  five,  a general  anesthetic  is  indicated. 
I have  never  had  to  excise  granulation  tis- 
sue from  this  or  any  other  cause 
since  employing  topical  steroids,  which  do 
have  a lytic  effect  upon  granulation  tissue 
and  recent  adhesions. 

In  localized  areas  of  conjunctival  injec- 
tion, be  suspicious  of  episcleritis  or  angular 
conjunctivitis — both  of  which  are  much 
redder.  This  form  of  localized  injection 
should  make  you  look  for  a foreign  body 
or  ulcer  on  the  cornea.  Along  the  limbus 
one  can  see  this  gray  infiltrate  which  is 
the  so-called  limbal  or  catarrhal  ulcer.  It 
is  the  nicest  form  of  ulcer  to  treat  because 
it  is  not  malignant,  is  always  on  the 
limbus  and  often  associated  with  an  acute 
catarrhal  conjunctivitis.  The  patient  in 
this  case  responded  very  beautifully  to  a 
steroid-antimicrobial  combination.  Predni- 
sone 21  phosphate  and  neomycin  was  used, 
producing  an  excellent  result. 

A pharmacist  who  came  to  me  with  an 
acute  meibomianitis,  had  one  draining 
lesion  and  another  as  yet  unlocalized.  This 
is  the  type  of  infection  which  usually  neces- 
sitates incision  and  drainage.  The  infec- 
tion localizes,  leaving  one  or  more  small 
cysts  in  the  lid  which  we  ophthalmologists 
call  chalazions.  That  is  what  happened 
in  this  case.  I gave  him  a thousand  milli- 
grams of  novobiocin  the  first  day  only 
and  topical  Decadron  and  neomycin  every 
1-2  hours.  About  four  days  later  it  had 
virtually  all  cleared  up.  Two  days  later 
all  of  this  was  gone,  and  he  did  not  require 
an  excision.  He  had  a recurrence  about 
six  weeks  later  and  he  again  responded  to 
the  topical  medication.  About  that  time 
I read  about  some  work  in  England  where 
antibiotic  ointments  were  applied  inside  of 
each  nostril  for  about  six  weeks  twice  daily 
in  patients  who  get  recurrent  styes  or  mei- 
bomitis.  The  same  medication  was 
tried  on  this  man.  I have  tried  this  on 
about  a half  dozen  patients  with  recur- 
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Acute  iritis  before  treatment 


Acute  iritis  two  weeks  after  systemic  and 
topical  steroids 


Acute  glaucoma  secondary  to  uveitis 
before  treatment 


Acute  glaucoma  secondary  to  uveitis 
after  steroids  plus  surgery 


Acute  meibomitis  (internal  stye) 
before  treatment 


Four  days  after  a topical  steriod-neomycin 
combination 
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rent  styes,  and  it  seems  to  help  in  prevent- 
ing recurrences.  Whether  they  were  lucky 
or  whether  the  theory  that  the  germs  are 
picked  up  from  the  nostrils  and  carried  to 
the  eyes  is  correct,  I don’t  know. 

One  of  my  patients  was  a “do-it-your- 
selfer” who  plastered  a ceiling  and  got  some 
plaster  in  his  eye  causing  rough  corneal 
reflexes.  When  I threw  a flashlight  on 
this  eye  I saw  broken  reflexes,  indicating 
that  there  was  something  wrong  with  the 
cornea.  Normally  the  cornea  will  bounce 
light  off  in  the  same  manner  as  a mirror 
unless  its  surface  is  disturbed. 

In  these  cases  one  must  irrigate  the  eyes 
copiously  after  first  instilling  a topical  an- 
esthetic. All  particles  must  be  washed 
out  or  lifted  out  with  forceps  or  a moist 
Q-tip.  One  cannot  chance  leaving  a single 
drop  of  plaster  because  it  will  erode  the 
cornea.  This  man  was  treated  with  topical 
Decadron  and  neomycin  ointment,  applied 
frequently.  In  a picture  taken  ten  days 
later,  his  condition  was  still  not  quite  cured, 
but  the  cornea  was  clear  and  the  final  re- 
sult was  excellent.  In  any  type  of  burn 
of  the  cornea,  steroids  are  definitely  indi- 
cated, preferably  in  combination  with  an 
antimicrobial. 

In  An  Acute  Inflammatory  Disease 

My  plan  of  treatment  in  an  acute  in- 
flammatory disease  is  to  hit  the  disease 
as  hard  as  I can  initially.  A patient  with 
an  acute  intraocular  inflammation  may  re- 
cover when  untreated  or  he  may  go  blind, 
but  it  is  safer  to  treat  him.  If  one  stops 
abruptly,  he  may  get  a rebound  phenome- 
non. Then,  one  starts  again  and  suppresses 
the  disease,  after  which  one  slowly  tapers 
down.  Do  not  be  in  too  much  of  a hurry, 
but  taper  slowly  until  all  medication  is  dis- 
continued as  long  as  there  is  no  rebound. 
In  patients  with  an  acute  iritis,  who  were 
treated  on  topical  therapy  alone,  the  re- 
sponse was  excellent. 

The  first  patient  whom  I treated  on 
systemic  Decadron  was  a young  girl.  I 
did  not  use  atropine  routinely,  by  the  way. 


This  girl  who  was  referred  by  another  oph- 
thalmologist, had  been  taking  prednisone 
for  two  weeks  and  was  rapidly  getting  worse 
— showing  marked  ciliary  injection.  She 
had  fibrin  in  the  anterior  chamber.  I gave 
this  patient  less  than  the  equivalent  amount 
of  Decadron  and  she  promptly  responded. 
About  three  weeks  later,  she  practically 
recovered.  This  illustrates  the  fact  that 
one  steroid  will  work  where  another  won’t. 

'In  a patient  who  came  in  with  an  acute 
glaucoma  and  a severe  uveitis  of  some 
weeks  duration,  the  increased  pressure  did 
not  respond  to  therapy.  About  two  weeks 
after  surgery,  the  steroids  were  used  topic- 
ally and  systemically.  The  very  pale  eye 
would  have  been  red  for  weeks  without 
steroids  and  probably  would  have  been 
lost. 

— . "5* 
1 

In  A Chronic  Intraocular  Disease 

My  plan  of  treatment  in  a chronic  intra- 
ocular disease  is  similar  to  the  treatment  of 
an  acute  disease  excepting  that  decrements 
are  made  every  two  or  three  weeks  instead 
of  every  several  days  and  they  are  slow 
and  guarded.  We  always  try  to  find  the 
minimum  amount  of  therapy  which  will 
control  the  patient’s  inflammation  and  yet 
be  compatible  with  his  physical  safety. 

A patient  who  was  seen  by  two  eye  doc- 
tors making  a diagnosis  of  uveitis  and  re- 
tinal detachment  because  they  thought 
these  vitreous  folds  were  detachments,  was 
told,  “You  have  uveitis.  When  the  uveitis 
gets  better  we  will  treat  the  detachment.” 
She  was  not  given  any  therapy.  She  went 
to  another  ophthalmologist  a month  later 
and  was  then  referred  to  us.  I first  gave 
her  Deltra  and  then  Medrol.  After  two 
months  she  made  an  excellent  response. 
This  lesion  happened  to  be  away  from  the 
disc  and  macula,  so  that  the  patient  re- 
gained normal  vision.  If  this  patient  had 
been  treated  with  steroids  promptly,  the 
lesion  would  not  have  been  this  large.  I 
know  that  she  would  have  responded  much 
more  rapidly  because  a year  later  she  had 
another  systemically  similar  lesion  and  re- 
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sponded  to  steroids  within  a week.  But 
she  was  given  no  therapy  on  the  earlier 
occasion  and  this  is  what  very  often  hap- 
pens. 

A lady  of  70  was  sent  down  from  Massa- 
chusetts, after  being  treated  for  six  months 
with  two  prednisone  tablets  a day.  She 
rapidly  became  worse.  She  showed  me 
how  much  money  she  had  spent  in  that 
period  on  pills  and  it  was  a considerable 
sum.  I treated  this  lady  for  nineteen 
months.  In  the  hospital  she  was  given 
intravenous  ACTH;  following  which  she 
made  a good  response  and  was  sent  home 
taking  prednisone.  She  relapsed  and  came 
back  into  the  hospital  where  she  was 
given  ACTH  for  a month.  She  did  well 
and  was  sent  home  taking  triamcinolone. 
She  did  all  right  for  some  weeks  and  then 
developed  muscle  weakness.  Finally  when 
I started  working  with  Decadron — I tried 
her  on  that — she  promptly  responded  af- 
ter nineteen  months  of  treatment.  You 
can  see  the  nerve  easily  now.  The  lesion 
which  was  high  up  where  it  could  not  be 
completely  photographed  had  a small 
point  reaching  into  her  macula.  Despite 
this,  she  came  out  of  all  this  with  20/40 
vision,  which  was  excellent,  and  she  toler- 
ated the  steroids  well.  When  steroids  were 
discontinued  she  developed  some  joint 
pains,  which  disappeared  on  2 tablets  a 


day  plus  some  aspirin.  This  was  very 
slowly  withdrawn  and  she  is  fine  now.  She 
was  in  about  a month  ago,  having  been 
off  medication  for  somewhere  around  six  or 
eight  months,  and  is  well. 

In  a lecture  I gave  in  neurology,  I showed 
a slide  illustrating  a small  vesicular  lesion 
on  the  penis,  similar  lesions  on  the  inside 
of  the  mouth,  and  a severe  uveitis.  No 
similar  case  in  the  literature  has  ever  been 
successfully  treated.  The  patient  in  this 
case  was  treated  with  intravenous  and  then 
intramuscular  ACTH  in  doses  of  around 
160  units  a day,  for  almost  two  years,  suc- 
cessfully. Then,  since  he  was  beginning  to 
resemble  a pin  cushion,  I had  him  hospital- 
ized in  his  home  area  and  they  promptly 
discontinued  therapy.  He  had  a fantastic 
rebound,  one  eye  had  to  be  nucleated,  and 
the  other  was  so  bad  it  too  was  lost.  This 
is  what  happens.  One  should  not  stop 
when  blindness  is  the  price.  This  man  de- 
veloped an  osteoporosis,  one  of  the  only 
three  I have  had — the  other  two  patients 
are  over  70  where  the  natural  incidence  is 
high,  anyway.  I think  that  if  you  ask  the 
patient,  “Which  would  you  rather  have, 
a fracture  or  your  eyes,”  I think  he  will 
choose  vision.  You  may  have  to  pay 
the  price,  perhaps.  And  in  most  of  our 
cases  we  have  not  yet  had  to  pay  any  price 
for  saving  their  eyes. 


The  presentation  of  this  material  has  been  made  possible  by  a grant-in-aid 
from  Merck  Sharp  & Dohme  Research  Laboratories,  West  Point,  Pennsylvania. 


ERRATA 

The  following  errors  appeared  in  Dr.  Ruggieri’s  article,  “Hemolytic  Anemia 
in  Typhoid  Fever”  in  the  March  issue: 

The  table  on  page  78  should  follow  the  paragraph  at  the  bottom  of  column 
one,  page  79.  The  list  of  studies  appearing  there  should  come  after  the  para- 
graph at  the  top,  ending  . . . “were  as  follows.”  The  22nd  line  of  paragraph  2 
on  page  80  should  read  period,  not  second. 

The  Journal  regrets  these  mistakes. 
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Dr.  Whitney:  We  will  now  proceed 
with  the  panel  discussion.  I would  like 
to  have  this  conducted  in  an  entirely  in- 
formal manner  and  I will  start  the  ques- 
tioning with  Dr.  McGee. 

Dr.  McGee:  I should  like  to  express  my 
gratitude  to  the  men  who  have  come  here 
to  serve  as  panel  members  and  point  out 
that  they  differ  from  some  of  those  who 
answer  questions  on  notorious  television 
quiz  programs  in  that  all  of  the  members 
of  our  panel,  in  their  formal  presentations, 
were  able  to  say  “I  don’t  know”  or  “We 
don’t  know  in  this  area.” 

To  Dr.  Whitney  I should  like  to  express 
congratulations  for  his  having  arranged 
this  fine  panel  and  bringing  us  the  oppor- 
tunity that  we  have  had  this  morning. 

At  the  risk  of  over-simplification,  I 
should  like  to  try  to  pull  together  a clinical 
concept  of  what  we  may  do  to  help  pa- 
tients with  the  materials  that  have  been 
discussed  this  morning. 

Let  us  take  a period  of  five  to  seven 
days,  one  of  several  weeks,  and  then  one 
of  months  (drawing  on  blackboard  the 
three  headings  just  enumerated).  Then 
let  us  take  a look  at  what  was  referred  to 


Dr.  Whitney,  Moderator  of  the  Panel,  was  Chairman  of  Com- 
mittees on  Meetings  and  Postgraduate  Instruction,  Delaware 
Academy  of  Medicine,  and  presided  at  the  meeting. 


by  all  of  the  speakers  in  connection  with 
the  anti-inflammatory  effects  of  the  corti- 
coids.  In  each  instance  there  was  refer- 
ence to  a critical  point.  Whether  the  in- 
flammation involved  the  eye,  whether  it 
involved  the  liver,  whether  it  involved  the 
synovial  membrane  of  a joint,  or  was 
ulcerative  colitis,  there  were  critical  points 
and  examples  shown. 

The  Search  For  “Antiphlogistic”  Therapy 

Our  forebearers  in  medicine  had  a name 
for  it.  They  were  searching  for  “antiphlo- 
gistic” therapy  in  their  patient.  We  have 
now  a handful  of  exceedingly  useful  anti- 
phlogistic agents.  These  agents  have  stood 
out  when  their  application  had  to  do  with 
an  acute  inflammation,  whether  it  was  on 
an  allergic  basic  or  due  to  toxins,  chemi- 
cals, infection  or  hyperimmune  reactions 
in  the  body  in  the  presence  of  certain  dis- 
ease processes.  In  all  of  these  acute  pro- 
cesses the  anti-inflammatory  effect  can  be 
life-saving. 

It  is  fortunate  that  in  this  area  of  short 
term  treatment  the  antiphlogistic  action  of 
the  steroids  does  not  bring  us  into  the  risk 
of  undesirable  hormonal  effects,  Cushing’s 
syndrome  or  other.  For  pharmacologic  ef- 
fects in  contrast  to  hormone  or  endocrine 
effects,  we  have  an  amazing  range  of  dos- 
age which  we  can  use  safely  for  this  five  to 
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seven  day  period.  We  can  increase  it  many 
fold  over  hormonal  doses  in  most  instances 
and  in  getting  this  anti-inflammatory  re- 
action one  wants  to  be  sure  that  the  dose 
is  large  enough.  In  the  presence  of  infec- 
tion one  must  add  antibiotic  therapy  for 
the  underlying  disease  process,  e.g.,  in  tu- 
berculosis, gram  negative  rod  septicemia, 
and  so  on.  For  all  of  these  acute  infec- 
tious processes  we  do  not  have  a specific 
therapy,  but  where  one  is  recognized  it  is 
essential  that  antibacterial  agents  be  com- 
bined with  the  steroids. 

With  massive  short  term  steroid  therapy 
it  appears  possible  occasionally  to  save  an 
eye,  save  a liver  or  save  a life  from  death 
by  anaphylaxis.  We  can  use  tremendous 
doses  if  we  will  combine  the  specific  ther- 
apy with  the  non-specific  pharmacological 
effects — I am  not  talking  about  hormone 
effects  or  replacement  therapy  in  this  zone. 
If  we  are  able  to  stop  steroids  after  a few 
days,  we  are  staying  out  of  trouble. 

Watch  For  CompSications 

If  we  get  into  this  second  time  zone 
of  several  weeks  we  have  to  watch  for  the 
complications  related  to  the  therapy.  An 
example  is  the  likelihood  of  reactivating  a 
duodenal  ulcer.  And  certainly  over  the 
months  of  steroids  the  “cushingoid”  effects 
are  a price  of  steroid  therapy.  In  this  area 
(indicating  column  headed  “Months”)  we 
need  much  more  knowledge.  I believe  all 
the  panel  experts  felt  happier  with  the 
acute  short-term  uses,  and  the  benefits, 
than  they  did  in  the  chronic  or  long-term 
uses.  Possibly  we  will  learn  that  there  are 
steroid  derivatives  to  be  discussed,  natural 
or  not,  that  may  do  a little  better  job  with 
certain  disease  processes  and  cause  less  un- 
wanted reaction  with  prolonged  treatment. 
We  have  to  find  out  more  of  the  actual  end 
results,  as  is  beautifully  illustrated  in  the 
problem  of  arthritis,  so  to  balance  the  haz- 
ards of  complications  against  the  accom- 
plishments of  steroids. 

Recognizing  these  time  zones  makes  it 
easier  for  the  clinician  dealing  with  the 
problem  to  recognize  the  patient’s  needs. 


I would  emphasize  that  point.  There  are 
many  disease  processes  that  present  no 
serious  acute  phase,  do  not  threaten  the 
patient,  because  the  patient’s  own  tissues 
handle  the  inflammatory  reaction  suffi- 
ciently well  that  there  is  no  place  for  anti- 
phlogistic drugs. 

I would  ask  one  question  of  Dr.  Tumen 
and  others  who  might  want  to  comment  on 
it.  In  a seriously  inflamed  liver,  say  of 
acute  viral  hepatitis,  the  clinician  may  de- 
cide that  something  must  be  done  to  arrest 
the  worsening  of  the  patient  early  in  the 
course  of  the  disease,  and  Cortisone  or  a 
derivative  is  started,  for  its  therapeutic  ef- 
fect, and  the  patient  improves.  When  the 
steroid  is  discontinued  the  patient  worsens, 
and  one  may  have  to  go  back  to  it.  It  may 
be  weeks  or  a few  months  before  one  can 
safely  discontinue  the  therapy.  Is  that  a 
rebound  phenomenon  or  is  that  the  nature 
of  the  disease  process  which  would  have 
killed  the  patient  in  the  acute  phase  if 
suppression  of  the  progress  of  disease  had 
not  succeeded  under  the  large  amount  of 
Cortisone  given  for  its  pharmacologic  ef- 
fects? 

Dr.  Whitney:  Thank  you,  Dr.  McGee. 

Dr.  Tumen,  would  you  like  to  comment 
on  that  question? 

Dr.  Tumen:  I think  that  it  is  difficult 
to  speak  about  short-range  therapy  in  these 
patients.  The  emergency  that  exists  in  an 
acute  liver  disease  or  ulcerative  colitis  may 
be  of  short  duration  but  the  underlying 
disease  process  is  not.  I think  that  when 
one  begins  therapy  in  a patient  in  whom 
there  is  an  emergency  such  as  you  describe, 
we  are  dealing  with  an  overwhelming  meta- 
bolic disturbance  and  the  failure  of  an 
organ,  in  this  instance  the  liver,  that  takes 
part  in  a tremendous  number  of  metabolic 
processes.  The  breakdown  of  various  en- 
zyme systems  is  not  well  understood.  I 
think  that  we  may  tide  the  patient  over 
an  acute  emergency  that  might  actually 
kill  him,  but  the  disease  process  takes  a 
long  time  to  subside  and  the  organ  takes  a 
long  time  to  come  back  to  normal. 
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Certainly  steroid  therapy  for  these  pa- 
tients is  not  specific  therapy.  The  term 
“antiphlogistic”  is  not  a specific  term.  It 
applies  to  a general,  vague,  anti-disease 
type  of  therapy  that  we  really  can’t  ex- 
plain in  very  specific  terms.  If  the  patient 
survives,  it  is  extremely  difficult  to  say 
our  therapy,  or  any  specific  form  of  ther- 
apy, brought  about  survival.  The  patient 
has  overcome  an  emergency.  I think  very 
often  in  the  treatment  of  an  acute  liver 
emergency  therapy  is  not  directed  toward 
treating  the  specific  disease  entity  so  much 
as  keeping  the  patient  alive.  If  during 
that  period  of  time  his  own  regenerative 
processes  are  sufficiently  good  to  permit  a 
vital  organ  like  the  liver  to  come  back  and 
begin  to  take  part  in  all  these  various 
metabolic  things,  then  he  may  survive. 
Since  the  liver  is  an  organ  that  has  a tre- 
mendous regenerative  power,  eventually 
he  may  recover  completely. 

The  Question  Of  “How  Long?” 

I for  one  find  it  very  difficult  to  say 
specifically  that  steroid  therapy  does  that 
or  contributes  to  it.  I think  we  use  it 
sometimes  in  desperation.  I think  we  use 
it  sometimes  because  we  think  that  we 
should  give  the  patient  every  possible  bene- 
fit, just  as  we  do  many  things  in  medicine. 
Because  we  can’t  evaluate  what  each  thing 
does,  we  say,  “Well,  this  is  something  that 
may  help.”  We  don’t  feel  it  does  any 
harm,  as  you  indicate,  for  a short  period 
of  time.  We  will  try  it.  The  patient  sur- 
vives, let  us  say,  and  we  hope  he  does.  Then 
we  are  faced  with  the  decision  as  to  how 
long  therapy  should  continue. 

I think  under  the  circumstances  that 
you  describe,  it  is  better  to  continue  with 
therapy  for  a long  period  of  time,  over  a 
period  of  weeks,  then  gradually  taper  off 
rather  than  stop  abruptly.  If  the  patient 
has  a relapse  when  the  steroid  is  discon- 
tinued, it  is  difficult  to  say  whether  the 
disease  has  undergone  a remission  because 
it  is  temporarily  suppressed  and  is  re- 
bounding or  whether  it  is  a natural  course 
of  the  disease.  My  own  feeling  would  be 


that  it  is  the  natural  course  of  the  disease 
that  is  going  on  in  most  of  these  patients. 
I think  that  what  we  lack  is  the  ability  to 
select  the  cases  in  which  the  process  will 
run  its  course  and  subside  and  those  in 
which  there  is  this  low-grade  smouldering 
thing. 

What  I have  tried  to  say  is  that  if  we 
begin  to  treat  these  patients  who  have  an 
acute  liver  failure  we  have  to  realize  we 
are  dealing  with  a non-specific  type  of 
therapy.  I think  that  once  we  begin  we 
should  act  as  though  we  are  treating  some- 
thing that  may  be  going  on  for  a long 
period  of  time.  I think  that  during  the 
period  of  prolonged  therapy  we  can  experi- 
ment with  slow  reduction  to  see  whether 
there  is  a recrudesence  of  the  disease.  If 
there  is,  I think  the  tapering  off  process 
has  to  be  very  slow. 

I think  many  times  what  is  going  on 
with  the  patient  has  nothing  to  do  with 
the  therapy.  I think  what  is  going  on  is 
a continuing  smouldering  disease  that  is 
going  to  go  on  and  run  its  course  whether 
we  use  steroids  or  not.  The  steroids  may 
have  the  benefit  in  a few  cases  of  keeping 
the  patient  alive  during  an  emergency. 
Personally,  I think  that  is  rather  rare  in 
relation  to  liver  disease.  The  steroids  may 
have  the  effect  of  keeping  the  disease  sub- 
clinical  in  some  patient.  I am  not  con- 
vinced that  they  contribute  to  a cure  in 
the  sense  of  having  the  disease  disappear 
entirely.  I think  if  the  patient  gets  better, 
eventually,  probably  that  is  because  he 
would  have  gotten  better  in  any  case. 

I don’t  know  whether  that  answers  your 
question,  but  it  represents  a point  of  view 
about  the  use  of  these  in  liver  cases. 

Dr.  Whitney:  Gentlemen,  do  you  have 
any  further  comment  about  that?  Dr. 
Lang,  did  you  have  a question? 

Dr.  Lang:  First,  just  a few  very  short 
comments  about  the  talks  today.  I think 
they  all  illustrate  one  point,  that  the  dis- 
eases which  are  being  treated  with  steroids 
are  a group  of  diseases  which  have  prac- 
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tically  unknown  etiologies.  What  we  are 
dealing  with  are  results  which  are  evalu- 
ated in  terms  of  the  clinical  improvement 
rather  than  cure  of  the  disease. 

For  myself  I feel  that  several  other 
things  are  important.  They  have  been  dis- 
cussed here,  and  I won’t  go  into  them  in 
detail.  But  I think  that  when  you  have  a 
disease  which  needs  to  be  treated,  that  the 
vigorousness  of  the  approach  is  extremely 
important;  that  if  a disease  is  worthwhile 
treating  with  steroids,  with  all  their  haz- 
ards, then  the  disease  ought  to  be  treated 
vigorously  with  the  steroids. 

Thyroid  Suppression 

I have  one  question.  Dr.  Bunim  brought 
this  out.  I am  going  to  ask  Dr.  Henne- 
man  to  answer  it.  And  that  is  in  relation 
to  the  work  with  the  suppression  of  the 
thyroid  function,  or  at  least  some  para- 
meters of  thyroid  function,  and  whether 
there  is  any  explanation.  If  I understand 
endocrinology  as  far  as  the  pituitary  is 
concerned,  there  is  such  a great  specificity 
of  the  thyrotropic  hormones,  that  it  doesn’t 
seem  reasonable  that  the  administration  of, 
for  instance,  steroids  or  ACTH  would  have 
an  effect  on  the  TSH  hormone.  Is  there 
some  other  explanation  that  is  available,  or 
is  this  just  one  of  the  unexplained  clinical 
or  laboratory  findings? 

Dr.  Henneman:  Usually  you  do  not  see 
any  change  in  thyroid  function  in  patients 
treated  with  corticoids.  The  decrease  in 
ACTH  output  occurs  regularly,  measur- 
ably, every  time  and  is  dose-related.  The 
suppression  of  thyroid  function  occurs  ir- 
regularly and  is  usually  fairly  small  in  de- 
gree, and  it  has  been  rather  hard  to  be 
very  specific  as  to  the  mode  of  interfer- 
ence with  thyroid  function. 

I don’t  know  of  any  further  data,  other 
than  what  Dr.  Bunim  has  presented,  as  to 
why  this  occurs.  Clinically  it  does  not 
seem  to  be  of  major  importance,  however. 

Dr.  Bunim:  I should  say  I am  glad  the 
question  came  up  because  we  are  not  clear 


in  our  own  minds  of  the  mechanism  of  thy- 
roid suppression.  There  are  several  pos- 
sibilities, and  a recent  review  of  the  sub- 
ject resulted  in  a conclusion  that  they  still 
do  not  understand  the  mechanism  of  thy- 
roid suppression  by  steroids. 

Three  Possibilities 

One  possibility  is  that  it  suppresses  TSH, 
and  that  was  sort  of  strengthened  by  the 
fact  that  upon  administration  of  TSH  to 
these  patients  who  did  have  thyroid  func- 
tion suppression  there  was  return,  as  you 
saw  on  the  slide  of  the  radioactive  iron  up- 
take. 

Another  factor  that  should  be  considered 
is  the  increased  excretion  of  administered 
iron  resulting  from  the  administration  of 
steroid  therapy. 

A third  possibility  is  that  there  is  a 
direct  effect  of  the  steroid  on  the  thyroid 
gland,  and  that,  too,  has  not  yet  been  clari- 
fied, at  least  in  man. 

Mr.  Chairman,  if  I may  take  the  liberty 
of  saying  something  which  is  not  specifically 
in  answer  to  the  question — but  takes  issue 
on  this  point  of  preparing  the  patient  for 
major  surgery.  We,  at  least  in  the  field  of 
arthritis,  who  have  had  extensive  experi- 
ence with  steroids  over  ten  years  and  have 
seen  collectively  thousands  and  thousands 
of  patients  who  have  to  at  times  undergo 
emergency  surgery,  feel  very  strongly  about 
this.  I recognize  that  there  may  be  a dif- 
ference of  opinion  between  the  endocrin- 
ologists and  the  arthritis  people  because 
in  sitting  in  at  one  of  the  meetings  in 
Atlantic  City  of  the  Society  of  Clinical 
Investigation  with  the  Federation  I recall 
very  distinctly  the  sort  of  collective  con- 
clusion on  the  part  of  the  endocrinology 
section  that,  as  Dr.  Henneman  said,  it  is 
not  really  necessary  to  prepare  a patient 
for  surgery  with  extra  doses  of  steroid. 
The  grim  fact  is  that  there  have  been 
deaths  from  surgery,  or  during  surgery,  or 
even  during  anesthesia  before  surgery  was 
started  in  patients,  who  had  received  pro- 
longed steroid  therapy,  and  there  was  no 
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other  explanation  for  those  deaths  than 
adrenal  insufficiency. 

Steroid  Therapy  Identification 

We  feel  very  definitely  that  these  were 
preventible  deaths.  We  are  not  alone  in 
this  because  the  Empire  Rheumatism  Coun- 
cil in  England,  a distinguished  body  of  men 
who  are  critical  of  steroid  therapy  as  a 
whole  anyhow,  nevertheless  have  now  is- 
sued cards  to  every  patient  who  is  taking 
steroids,  which  he  is  to  carry  on  his  person, 
saying,  “I  am  receiving  steroid  therapy. 
In  case  of  emergency  requiring  either  sur- 
gery or  in  case  of  severe  trauma,  please  be 
sure  to  administer  extra  doses  of  steroid. 
Do  not  discontinue  my  steroid  therapy.” 

There  is  evidence,  histologically  and 
physiologically,  that  prolonged  steroid 
therapy  very  definitely,  as  Dr.  Henneman 
said,  suppresses  adrenal  corticoid  function. 
That,  together  with  the  deaths,  it  seems 
to  me  would  lead  to  the  conclusion  that 
there  is  no  real  objection  whatever  to  a 
patient  who  had  been  receiving  steroid 
therapy  getting  special  preparation  for  the 
surgical  emergency.  We  are  not  diverting 
treatment  to  any  other  condition.  We 
are  not  having  false  confidence.  We  are 
not  causing  any  serious  side  effects.  We 
are  not  increasing  the  risk.  There  is 
nothing  to  be  lost,  it  seems  to  me,  and  a 
great  deal  to  be  gained. 

Now,  I am  willing  to  admit  that  a catas- 
trophic adrenal  insufficiency  in  such  pa- 
tients may  not  be  common,  but  it  is  meager 
consolation  to  a family  whose  relative  died 
post-operatively  of  adrenal  insufficiency  to 
say,  “This  rarely  happens  in  general.” 

Therefore  we  at  the  Institute,  and  many 
other  institutions,  Mayo  Clinic,  and  other 
places,  have  a definite  schedule  of  prepar- 
ation for  surgery.  Regardless  of  what  ster- 
oid the  patient  is  getting,  he  gets,  in  ad- 
dition, cortisone  acetate  intramuscularly, 
one  hundred  milligrams,  three  times  a day, 
for  two  days  before  surgery.  This  acts  as 
a depot  and  will  carry  him  over  during  the 
period  when  he  is  unable  to  take  things 


by  mouth.  During  the  day  of  surgery  we 
give  about  two  hundred  milligrams  of 
cortef,  which  is  soluble  hydrocortisone;  that 
is  given  intravenously  during  the  operation, 
or  two  hours  before  the  operation,  and  then 
for  two  days  post-operatively  we  continue 
the  same  dosage  of  administration  as  the 
two  days  previous  to  operation,  namely 
a hundred  milligrams  of  cortisone  three 
times  a day. 

It  may  be  just  good  luck  but  we  have 
not  lost  a single  patient,  and  some  of  our 
patients  have  undergone  very  extensive 
surgery  and  were  critically  ill  to  begin 
with. 

Dr.  Tumen:  May  I say  a word  about 
that. 

One  of  the  objections  that  has  been 
raised  to  steroid  therapy  in  ulcerative  col- 
itis is  the  fact  that  some  of  these  patients 
of  course  will  come  to  colectomy,  and  this 
danger  of  steroids  was  emphasized  in  a 
paper  from  Yale  a couple  of  years  ago,  in 
which  it  was  indicated  that  some  of  the 
deaths  following  colectomy  were  the  re- 
sult of  inadequate  preparations  of  the  pa- 
tient, from  a steroid  standpoint,  or  ignor- 
ing the  fact  that  steroids  had  been  given 
six  months  or  a year  before. 

Naturally  the  patients  with  colitis  who 
come  to  colectomy  are  the  sickest  patients; 
they  suffer  from  many  depletions.  Their 
risk  is  great.  And  certainly  in  those  pa- 
tients who  have  had  any  type  of  steroid 
therapy  in  the  past,  even  though  it  is 
many,  many  months  before,  it  is  best  to 
cover  the  patient. 

I don’t  think  there  is  any  great  differ- 
ence between  this  point  of  view  and  the 
point  of  view  that  is  expressed  by  Dr. 
Henneman  because  he  indicated  the  need 
for  preparation  in  patients  who  had  had 
steroid  dosage  for  any  prolonged  period 
of  time.  But  certainly  in  patients  with 
ulcerative  colitis  I should  hesitate  to  let 
a patient  go  to  surgery,  go  to  colectomy, 
without  adequate  coverage  of  the  type 
just  described  by  Dr.  Bunim. 
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Dr.  Henneman:  I would  agree  that  most 
of  you  use  large  doses  of  corticoids  when 
your  patients  are  being  operated  on. 
However,  since  the  occurrence  of  collapse 
is  so  rare  in  the  corticoid-treated  patients 
who  are  operated  on  who  are  not  given  any 
replacement  therapy,  I think  the  problem 
still  needs  study,  and  I wish  that  some 
group  such  as  Dr.  Bunim’s,  where  the 
clinical  care  of  the  patient  is  ideal,  would 
embark  on  a program  of  not  replacing  their 
patients  but  instead,  measuring  their  blood 
corticoid  response  to  surgery  and  in  par- 
ticular the  blood  corticoids  of  the  patients 
who  become  hypotensive  or  who  show  other 
poor  responses  to  surgery. 

I think  this  problem  needs  further  defi- 
nition, and  personally  I am  very  skeptical 
of  the  fact  that  an  occasional  steroid  treated 
patient  unexpectedly  going  into  shock 
proves  that  this  is  adrenal  insufficiency.  I 
have  supervised  the  steroid  replacement  in 
a large  number  of  these  patients,  and  I 
have  seen  some  of  them  who  have  received 
adequate  steroids  still  develop  marked  hy- 
potension if  they  have  had  procedures  in- 
volving massive  tissue  damage. 

Interference 

I have  also  seen  two  instances  where 
the  program  of  corticoid  replacement  that 
Dr.  Bunim  recommends  has  apparently  in- 
terfered with  the  response  of  the  patient 
to  infection,  where  there  has  been  an  ab- 
dominal infection  secondary  to  the  opera- 
tion as  a consequence  of  operating  on  an 
infected  organ,  where  the  post-operative 
course  has  been  peculiar,  the  patient  has 
been  hypotensive,  slightly  fibril,  after  the 
corticoid  in  large  doses  was  decreased  the 
temperature  has  gone  very  high,  there  has 
been  evidence  of  an  uncontrolled,  unlimited 
abdominal  infection,  presumably  starting 
at  the  point  of  the  original  surgery. 

So  I think  that  this  treatment  is  not 
entirely  without  any  risks.  I think  that 
all  of  us  are  agreed  at  the  present  time 
that  the  conservative  thing  for  people  in 
practice  to  do  is  to  treat  these  people  as 
if  they  did  have  adrenal  replacement.  But 


my  own  feeling,  and  apparently  this  comes 
down  to  a matter  of  feeling  because  Dr. 
Bunim  used  the  words  “I  feel  very  strongly” 
— so  apparently  this  is  not  a matter  of 
fact  — since  it  is  a matter  largely  of  how 
the  people  feel,  my  feeling  is  that  this  will 
not  turn  out  to  be  a very  major  problem. 

The  View  Of  The  Ophthalmologist 

Dr.  Gordon:  I suppose  as  an  ophthal- 
mologist I should  not  rush  in  where  doctors 
are  arguing. 

I think  that  we  have  got  a difference 
of  points  of  view  here.  I was  a former 
general  practitioner,  and  the  general  prac- 
titioner is  interested,  number  one,  in  getting 
a very  good  result,  and,  number  two,  in 
his  patient’s  comfort.  I was  in  the  ivory 
tower  end,  and  the  man  in  the  ivory  tower 
is  interested  in  the  cause  and  in  statistics 
and  not  as  much  in  comfort.  He  can  learn 
a great  deal  about  making  a patient  com- 
fortable and  about  saving  lives,  perhaps, 
from  the  G.P.  and  the  general  surgeon. 
Now  that  I am  in  part  time  practice  I am 
trying  to  combine  the  two  points  of  view. 

Now,  I don’t  think  that  in  the  cases  in 
which  I am  helping  the  patient — I don’t 
know  what  this  word  “cure”  means,  by 
the  way — a lot  of  my  patients  get  better, 
and  about  fifteen  per  cent  of  my  chronics 
never  have  to  have  steroids  again — maybe 
that  isn’t  a cure  because  I haven’t  at- 
tacked the  pathogenic  mechanism,  but 
let’s  skip  that.  I don’t  think  that  I am 
giving  the  patient  some  steroids  that  he 
doesn’t  have.  We  are  doing  more  than 
that.  And  I think  that  the  patient  who 
often  has  never  had  steroids  and  goes  hay- 
wire after  surgery  or  during  an  acute  ill- 
ness may  not  necessarily  have  a lack  of 
steroids,  and  when  we  give  that  patient 
steroids  and  we  get  an  improvement  for 
which  we  can  not  account  by  chemical 
measurements  of  his  blood  or  anything  else, 
I don’t  think  that  this  is  a question  that 
the  patient  has  not  had  enough  steroids; 
we  have  done  something  else;  and  because 
we  can’t  account  for  it  I don’t  think  is  a 
good  reason  for  withholding  it. 
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I have  seen  time  after  time  and  example 
after  example  where  a patient  was  helped 
by  steroids  where  the  doctor  or  the  sur- 
geon had  nothing  else  to  give  him.  I was 
on  a program  with  Dr.  Coe  from  Chicago, 
who  admittedly  knew  nothing  about  ster- 
oids but  showed  chart  after  chart  where 
the  internist  had  been  called  in  on  a pa- 
tient who  had  been  dying,  had  given  ster- 
oids or  ACTH  and  saved  the  patient’s  life. 

I think  it  is  justifiable  even  if  we  can’t 
account  for  the  rationale  by  any  of  our 
known  chemical  or  other  tests. 

Dr.  Whitney:  Thank  you.  Dr.  La- 
Motte,  do  you  have  any  unanswered  prob- 
lems from  the  standpoint  of  ophthal- 
mology? 

Dr.  La  Motte:  I will  make  a comment 
or  two.  I think  all  ophthalmologists  will 
agree  with  Dr.  Gordon’s  statement  that 
the  use  of  steroids  has  revolutionized  the 
treatment  of  eye  disease.  I would  be  in- 
clined to  qualify  this  or  limit  it  largely  to 
diseases  of  the  uveal  tract  such  as  iritis 
and  choroiditis,  and  diseases  of  the  cornea 
and  silera.  Those  of  us  who  have  been 
reading  Dr.  Gordon’s  papers  and  attending 
meetings  where  he  has  had  exhibitis  are 
familiar  with  his  plea  that  when  steroids 
are  used  they  should  be  used,  as  he  says, 
soon  enough,  often  enough,  and  long 
enough. 

Steroids  For  Superficial  Infections 

As  far  as  a very  commonly  experienced 
lesion  is  concerned,  which  all  general  prac- 
titioners see,  which  Dr.  Gordon  commented 
on,  namely,  superficial  infections,  conjunc- 
tivitis, and  so  forth,  I have  always  had 
some  question  in  my  mind,  largely  because 
of  the  expense  to  the  patient,  as  to  whether 
we  were  justified  in  using  steroids  when 
perhaps  the  disease  is  self-limiting  and 
non-damaging,  and  when  simple  inexpen- 
sive chemotherapeutic  agents  locally  would 
probably  cure  the  patient.  The  local  use 
of  steroids  probably  contributes  to  the  pa- 
tient’s comfort  only  as  Dr.  Gordon  just 
said. 


I would  be  inclined  therefore,  to  urge  the 
general  practitioner  not  to  use  steroids  on 
all  red  eyes  which  are  obviously  not  any- 
thing but  a conjunctivitis,  and  to  avoid 
the  routine  use  of  steroid-antimicrobial 
combinations  in  such  conditions.  Maybe 
Dr.  Gordon  would  not  agree  with  that. 

In  connection  with  the  use  of  steroids 
for  uveitis  of  various  types,  Dr.  Gordon 
suggested  immediate  treatment  with  sys- 
temic steroids  because  we  can’t  find  out 
what  the  cause  is  anyway.  That  has  been 
one  of  the  problems  and  that  is  the  reason 
why  steroids  have  revolutionized  our  ther- 
apy of  that  condition.  There  is  at  the 
present  time  a nationwide  survey  program 
sponsored  by  the  U.S.  Public  Health  Serv- 
ice and  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology  in  which 
those  of  us  who  have  been  cooperating  are 
asked  to  take  a patient  and  subject  him  to 
about  72  intracutaneous  tests  at  one  sit- 
ting, together  with  a lot  of  serological  tests; 
certainly,  the  dozen  or  so  we  have  done 
have  come  up  with  little  or  nothing  in  the 
the  way  of  positive  results,  and  we  end  up 
treating  them  with  steroids  anyway  except 
in  the  few  cases  which  might  be  presum- 
ably due  to  toxoplasmosis  or  tuberculosis. 

I was  wondering  if  Dr.  Gordon  agrees 
that  we  will  never  know  the  answers  unless 
we  keep  looking  for  them;  are  such  surveys 
a waste  of  time  or  not,  and  should  we 
treat  uveitis  with  steroids  without  thorough 
study  of  the  whole  patient? 

I enjoyed  your  paper  very  much,  Dr. 
Gordon. 

Dr.  Gordon:  Thank  you.  If  I didn’t  say 
soon  enough,  often  enough  and  long  enough 
today,  that  is  prima  facie  evidence  of  the 
fact  that  you  have  read  at  least  one  of  my 
articles.  I am  glad  someone  besides  my 
wife  has  read  them. 

The  Patient,  Comfort  And  The  Cost 

I agree,  we  have  a lot  of  common  ground 
here.  I interned  at  Detroit  Receiving  Hos- 
pital during  the  depression  and  I found 
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any  time  I or  any  of  the  other  interns 
looked  askance  at  a patient  obviously  pov- 
erty-stricken, or  something  else  happened 
that  he  didn’t  like,  suddenly  a rich  relative 
showed  up  with  a Cadillac  and  took  him  up 
to  the  local  private  hospital.  And  I think 
one  of  the  mistakes  I have  made  repeatedly 
is  in  losing  patients  because  I have  tried 
to  save  them  money  or  a hospital  bill,  or 
something. 

I know  how  you  feel  in  this  and  I feel 
the  same  way,  but  I would  not  let  the  extra 
two  or  three  dollars — it  might  not  even  be 
that — stand  in  my  way.  At  one  meeting 
a doctor  said  to  me,  after  seeing  one  of 
these  red  eyes,  that  this  patient  would  get 
better  anyway  within  three  weeks,  why 
give  steroids?  I said  I would  like  him  to 
be  comfortable  for  those  three  weeks.  And 
having  had  a very  bad  acute  conjunctivitis 
myself,  which  put  me  out  of  work  for  two 
weeks,  I am  all  in  favor  of  it. 

Recently  we  had  a Pseudomonas  infec- 
tion of  the  cornea  which  did  not  respond  to 
polymyxin  and  over  the  weekend  one  of 
the  residents  put  some  steroids  in  his  eye 
and  the  eye  promptly  cleared  up. 

I think  this  laboratory  survey  of  uveitis 
is  useless.  The  paper  I gave  about  a month 
ago,  which  one  of  the  journals  of  ophthal- 
mology has  accepted,  said  this:  We  are 
getting  nowhere  with  our  present  survey 
in  uveitis  and  the  genral  practitioner  in 
ophthalmology  should  not  bother  too  much 
with  this;  he  should  leave  it  for  the  lab 
men  to  devise  new  tests.  I think  the  old 
tests  have  not  succeeded. 

We  have  cooperated  in  this  study  which 
was  instigated  by  one  man.  One  of  his 
leading  graduates,  by  the  way,  who  is  a 
professor  at  one  of  the  big  medical  schools, 
has  flatly  refused  to  cooperate  in  this  sur- 
vey because  he  knows  it  is  a waste  of  time. 
We  know  it  is  at  our  place  but  we  have 
tried  to  be  courteous  and  cooperate.  We 
have  gotten  absolutely  nowdiere  on  this 
survey.  And  I have  had  internist  after 
internist  come  up  to  me  and  say,  “I  am  in 
charge  of  uveitis  surveys  in  my  hospital 


and  I think  it  is  a waste  of  time  and  when 
are  you  fellows  going  to  stop  this?”  And 
I have  to  agree  with  this.  I hate  to  take 
away  business  from  the  mouths  of  starving 
internists  but  I don’t  think  we  are  getting 
anywhere  with  present  methods  and  it 
is  up  to  the  lab  men,  the  men  really  in- 
terested in  lab  work  in  uveitis,  to  pursue 
this  approach. 

As  far  as  Daraprim  and  sulfonamides  in 
toxoplasmosis  are  concerned  I don’t  think 
daraprim  itself  is  a specific.  Most  of  the 
papers  which  are  reporting  a great  deal  of 
success  in  the  treatment  of  toxoplasmosis 
with  daraprim  and  sulfonamides  have  used 
steroids  concomitantly  and  just  forget  to 
mention  it  in  the  summary,  and  nobody 
ever  reads  the  case  reports.  But  it  is  in 
there. 

As  far  as  tuberculosis  is  concerned,  I 
don’t  think  tuberculosis  is  important  in 
human  ocular  pathology  any  more.  If 
there  is  anything  to  point  to  the  existence 
of  it,  I think  you  ought  to  cover  it  with 
anti-tubercular  therapy  as  the  other  men 
have  mentioned.  I think  that  we  see  eye 
to  eye  on  this. 

Dr.  Whitney:  In  the  five  remaining 
minutes  I would  like  to  welcome  questions 
from  the  floor. 

Dr.  Hall:  Dr.  Bunim,  about  two  years 
ago  in  Boston  I heard  you  speak  on  this 
danger  of  polyarteritis  developing  in 
steroid  patients.  I would  like  him  to  en- 
large a little  bit  on  his  subsequent  experi- 
ence with  that.  I would  like  to  know  if  it 
develops  also  in  patients  on  gold,  if  it  de- 
velops in  patients  with  rheumatoid  arthritis 
on  aspirin  alone,  and  what  is  the  mortality 
in  this.  He  indicated  then  that  all  we 
would  do  would  be  to  slow  down  on  ster- 
oids. Is  there  any  better  treatment  now? 

Dr.  Bunim:  This  is  really  a very  difficult 
problem,  as  it  will  become  apparent  to  you 
from  simple  statements  that,  first,  on  very 
careful  studies  made  on  patients  with  rheu- 
matoid arthritis  before  the  steroid  era  we 
found  that  random  biopsy  of  the  grastroc- 
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nemius  muscle  showed  a vasculitis  in  pa- 
tients with  rheumatoid  arthritis.  It  is  true 
that  the  vasculitis  was  mild;  it  consisted 
of  very  definite  inflammatory  cellular  in- 
filtration. There  was  no  necrosis.  These 
are  vascular-free  symptom  patients  with 
rheumatoid  arthritis. 

But  from  that  study  we  have  concluded 
that  vasculitis  is  an  integral  part  of  the 
pathological  picture  of  rheumatoid  arthritis. 
This  has  since  been  confirmed  by  a number 
of  observers,  most  recently  by  Dr.  Cruck- 
shank  in  Scotland,  who  found  on  autopsy 
of  patients  with  rheumatoid  arthritis  who 
had  never  received  steroid  therapy,  19  per 
cent  had  vasculitis,  including  polyarteritis 
nodosa  in  some  of  this  19  per  cent. 

So  that  we  know  that  without  steroid 
therapy  these  lesions  can  occur.  The  se- 
verity ranges  from  mild  cellular  infiltration 
to  necrosis  of  the  wall  in  the  kind  of  pic- 
ture you  saw  on  the  screen. 

Now,  as  a control,  patients  with  anky- 
losing spondelitis,  in  autopsy  by  Dr.  Cruck- 
shank,  the  incidence  of  vasculitis  is  only 
one  per  cent.  Nevertheless,  although  we 
know  that  this  can  occur,  although  we 
haven’t  collected  valid  statistics,  there  is 
an  unequivocal  impression  among  people 
in  this  field  that  the  incidence  of  vasculitis 
in  patients  treated  with  steroids  is  con- 
stantly increasing  and  has  reached  in  some 
areas  rather  alarming  proportions.  But,  as 
I said  before,  we  don’t  know  whether  it  is 
the  administration  of  the  steroid  which 
causes  an  exacerbation  of  an  already  exist- 
ing vasculitis  or  whether  we  are  dealing 
with  the  more  severely  ill  patients  with 
active  disease,  and  when  we  taper  the  ster- 
oid the  disease  exacerbates,  and  what  we 
are  seeing  is  an  exacerbation  of  the  dis- 
ease because  it  is  not  controlled  rather 
than  something  directly  resulting  from  the 
administration  of  the  steroid. 

Now,  how  to  deal  with  this  problem 
clinically  is  again  a rather  difficult  ques- 
tion to  answer.  The  only  thing  I can  say 
is  that  we  deal  with  these  patients  on  an 


individual  basis.  For  example,  we  know 
that  polyarteritis  nodosa  of  the  classical 
type,  such  as  described  by  Meyer  and 
Kussmal  in  the  late  part  of  the  nineteenth 
century,  that  classical  type  of  polyarteritis 
nodosa,  unrelated  to  over  hypersensitive 
and  unrelated  to  rheumatoid  arthritis,  that 
type  that  responds  in  some  cases,  not  uni- 
formly but  in  some  cases  very  dramatically 
to  steroid  administration,  and,  as  a matter 
of  fact,  this  is  about  the  only  measure  that 
is  being  used. 

Therefore  it  would  seem  on  logical 
grounds  if  this  is  the  treatment  for  unpro- 
voked or  idiopathic  polyarteritis  nodosa, 
then  certainly  when  the  patient  develops 
this  as  a complication  of  rheumatoid  arth- 
ritis, this  ought  to  be  good  treatment. 
Therefore  in  many  instances  we  found  that 
when  we  increase  the  dosage  of  steroid  in 
such  patients  who  had  developed  polyar- 
teritis nodosa  during  the  course  of  rheuma- 
toid arthritis  under  previous  therapy  that 
such  patients  improve. 

I have  recently  seen  one  such  patient  at 
Johns  Hopkins  who  did  very  well  when 
the  dose  was  increased  to  60  milligrams 
of  Prednisone  daily.  On  the  other  hand, 
there  is  the  risk  that  it  might  be  pushed 
the  other  way,  and  the  only  thing  you  can 
do  is  trial  and  error  and  watch  the  patient 
very  carefully  and  see  how  he  responds 
to  it.  Sometimes  our  initial  attempt  is  to 
reduce  steroid  therapy  by  very  careful 
tapering  off  in  such  patients,  and  that,  too, 
has  worked. 

We  do  not  have  the  answer.  We  do  not 
understand  the  pathogenesis  of  it,  and  the 
only  course  we  can  take  is  one  of  expectant 
individualized  therapy.  In  some  instances 
we  are  forced  to  increase  the  dosage  and 
we  get  improvement.  In  other  instances 
we  attempt  to  taper  and  discontinue  the 
drug. 

Dr.  Hall:  Is  there  any  advantage  in 
changing  from  the  corticoid  steroid  to 
ACTH? 

Dr.  Bunim:  No.  I don’t  think  so. 
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OUR  UNIVERSITY 

From  the  report  of  President  John  A.  Perkins,  University  of  Delaware, 
1959-60,  one  may  glean  the  following  nuggets: 

There  were  5,820  individuals  enrolled  in  our  University  in  the  autumn 
of  1960.  Approximately  half  of  the  college-bound  students  from  Delaware’s 
preparatory  schools  go  to  institutions  outside  of  the  state.  The  yen  of  the 
college  freshman  to  get  a distance  from  home  is  shown  in  the  fact  that  the 
number  of  qualified  applicants  from  beyond  the  borders  of  Delaware  could 
have  filled  the  freshman  class  at  the  University  of  Delaware  this  year  ‘‘twice 
over.”  One  thousand  eighty-seven  at  the  U.  of  D.  are  graduate  students. 

Our  University  has  been  developed  largely  from  the  private  resources 
of  donors  who  did  not  intend  to  create  a highly  provincial  educational  in- 
stitution. Its  cosmopolitan  student  body  and  exceptionally  competent 
faculty  has  created  a remarkably  effective  training  ground  for  our  youth. 

A commendable  emphasis  in  the  School  of  Education  is  its  concentration 
on  the  training  of  able  teachers  of  mathematics.  A fine  dividend  may  be 
anticipated  in  the  better  preparation  in  this  area  of  students  applying  for 
college  admission  in  the  future.  Support  in  this  emphasis  was  given  by  the 
120th  Delaware  General  Assembly  through  its  Joint  Finance  Committee, 
Walter  J.  Hoey,  Chairman,  in  the  appropriation  of  funds  to  build  a new 
mathematics  and  physics  building. 

From  the  examination  of  our  need  for  additional  medical  graduates  in 
the  nation,  President  Perkins  points  out  the  problems  in  creating  new  medi- 
cal schools,  keeps  an  open  mind  on  the  subject  and  observes  that  “the  desper- 
ate need  for  medical  schools  in  the  nation  as  a whole  and  the  likelihood  of 
our  State  as  a fitting  place  to  meet  this  need  require  thorough  and  objective 
examination.”  The  writer  would  add  that  this  need  for  Delaware  and  the 
nation  to  be  feasible  calls  for  significant  financial  support  from  private 
sources  of  capital.  Medical  education  should  be  done  well,  and  to  do  so 
is  costly.  Only  a small  part  properly  can  be  contributed  by  taxes  from  our 
citizens.  Existing  responsibilities  and  programs  supported  by  the  State 
have  justifiable  priority.  A more  logical  contribution  by  our  University  in 
the  near  future  may  be  the  preparation,  through  its  graduate  school,  of 
teachers  qualified  to  fill  vacancies  now  existing  in  preclinical  sciences  in 
presently  established  medical  schools. 
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CLINICAL  ELECTROCARDIOGRAPHY 

Several  different  aspects  of  electrocardio- 
graphic interpretation  have  recently  been 
subjected  to  analysis  and  the  results  have 
been  reported.  At  first  glance  some  of 
these  studies  appear  to  cast  doubt  upon  the 
objectivity  of  the  electrocardiogram  as  a 
clinical  tool  but  closer  study  shows  that 
valid  criticisms  have  been  made  and,  to 
some  extent,  ideas  for  betterment  of  inter- 
pretation have  been  advanced. 

Davies,1  in  1958  and  Segall,2  in  1960, 
each  took  100  electrocardiograms  (ECGs) 
and  had  them  interpreted  by  10  and  20 
different  observers  respectively.  Further- 
more, each  observer  was  shown  the  same 
tracing  on  more  than  one  occasion  in  an 
attempt  to  determine  consistency  of  ob- 
servation of  a single  observer.  The  first 
series  included  9 cardiologists  and  one  gen- 
eral practitioner;  the  second  consisted  of 
a smaller  number  of  men  trained  in  ECG 
interpretation  and  a larger  number  of  un- 
trained personnel.  Both  groups  showed 
(1)  a lack  of  agreement  between  trained 
personnel,  (2)  a greater  lack  of  agreement 
between  trained  vs.  untrained  personnel 
and  between  untrained  vs.  untrained  per- 
sonnel,^) and  finally  a lack  of  agreement 
when  either  a trained  or  untrained  per- 
son re-examined  the  same  tracing  after  a 
period  of  several  weeks.  In  this  latter 
divergence,  it  was  found  that  the  untrained 
personnel  varied  more  widely  than  the 
trained. 

All  of  these  results  are  logical  and  could 
have  been  predicted. 

Epstein  and  five  other  experts3  recently 
reported  their  experience  in  the  interpre- 
tation of  451  ECGs  taken  upon  young 
soldiers  during  a nutrition  survey  in  Spain. 
Despite  the  homogenous  examiner  element, 
there  remained  a considerable  amount  of 
variation,  particularly  in  the  region  of 


“borderline”  tracings.  This  study  differs 
significantly  from  the  first  two  in  that  there 
was  a preponderance  of  normal  tracings. 
Furthermore,  it  is  unfortunate  that  the 
authors  did  not  see  fit  to  give  a description 
of  the  exact  “borderline”  abnormalities 
where  most  of  the  disagreement  occurred. 

Epstein  and  his  colleagues  believe  that 
much  of  the  difficulty  is  due  to  an  attempt 
to  force  tracings  into  a narrow  diagnostic 
category.  They  believe  that  to  correct  this 
error,  emphasis  should  be  placed  on  the 
objective  description  of  the  tracing. 

We  heartily  agree  that  ECGs  (also 
x-rays  and  similar  procedures)  should  be 
read  in  an  objective  manner,  mention  be- 
ing made  of  changes  without  speculation  as 
to  their  cause.  We  will  never  agree,  however, 
that  the  report  should  stop  at  this  point. 
The  reading  should  be  followed  by  an  in- 
terpretation and  in  this  section  the  re- 
porter should  be  encouraged  to  express  his 
opinion.  The  wise  man  will  interpret  a 
tracing  only  after  correlating  it  with  the 
clinical  data.  The  report  should  have  a 
dividing  line  to  show  clearly  where  the 
reading  ends  and  the  interpretation  begins. 

The  ECG  is  an  objective  test.  It  is 
possible  to  keep  the  report  objective.  One 
must  not  confuse  objectivity  with  infal- 
libility and,  more  important,  one  should 
not  confuse  a criticism  of  the  procedure 
with  a criticism  of  those  who  use  that  pro- 
cedure. 

The  ECG  is  a good,  objective  procedure 
By  clearly  dividing  the  report  into  a read- 
ing and  an  interpretation,  the  value  of  this 
procedure  can  be  preserved. 
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Robert  T.  Beattie,  M.D.,  is  a Texan  by  birth.  He 
received  his  medical  training  at  McGill  University  and 
obtained  his  Delaware  license  in  1957.  Dr.  Beattie  is 
living  in  one  of  those  charming  New  Castle  houses,  circa 
1730,  and  his  remodeling  ideas  will  constitute  an  endless 
hobby.  A two  year  old  son  and  a practically  new  daugh- 
ter rule  the  household.  Specialty:  Industrial  Medicine. 
Office:  212  Delaware  St.,  New  Castle. 


Milton  S.  Wahl,  M.D.,  is  a natvie  Wilmingtonian. 
All  his  preparatory  schooling  was  in  Delaware,  his  medi- 
cal education  at  Indiana  University  School  of  Medicine. 
He  received  his  Delaware  license  in  1954.  Specialty: 
Otolaryngology.  Dr.  Wahl  likes  all  country  sports,  such 
as  fishing  and  hunting — or  just  taking  a walk — with  golf 
as  a runner-up.  Office:  Professional  Building,  Wilm- 
ington. 


Gerhard  Hartenauer,  M.D.,  George-August  Univer- 
sity Medical  School,  Germany,  came  to  this  country  in 
1953,  sponsored  by  the  Reed  Program  of  the  Ventnor 
Foundation.  After  a year’s  internship  in  the  Atlantic 
City  Hospital,  Dr.  Hartenauer  returned  to  Germany 
and  served  one  and  a half  years  in  the  American  Air 
Force  Hospital,  Frankfort.  A fellowship  in  cardiology 
brought  him  back  to  start  special  training  in  internal 
medicine  at  the  Delaware  Hospital.  Office:  1501  N. 
Broom  St.,  Wilmington. 
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James  Strong,  M.D.,  a native  Texan,  is  a graduate 
of  Baylor  University  School  of  Medicine.  He  left  his 
post  as  assistant  director  of  Public  Health  in  Dallas,  to 
come  to  Wilmington  as  Health  Commissioner.  Dr. 
Strong  enjoys  spectator  sports  such  as  baseball  and 
football,  and  photography  is  his  hobby.  The  Strongs 
have  four  daughters.  As  a family  they  enjoy  music  on 
their  Hi-Fi  or  at  concerts.  Office:  1213  Walnut  St., 
Wilmington. 


April,  1961 


129 


The  Cheese 
Stands  Alone 


High  Price  Of 
Vaccine 


Milk  and  milk  products  such  as  cheese  may  provoke  ulcerative  colitis, 
according  to  an  article  in  the  British  Medical  Journal  by  S.  C.  True- 
love,  M.D.,  University  of  Oxford.  Though  food  allergy  as  an  im- 
portant cause  of  this  condition  is  not  generally  accepted,  Dr.  True- 
love  found  that  in  treating  a group  of  patients  with  ulcerative  colitis, 
the  removal  of  milk  and  cheese  from  their  diets  was  followed  by  a 
marked  improvement  in  their  condition.  Butter  and  cooked  cheese 
were  not  found  to  be  causitive  factors. 

Dr.  Albert  Sabin,  who  developed  the  oral  polio  vaccine,  criticized 
President  Kennedy’s  request  to  Congress  for  an  appropriation  of  one 
million  dollars  to  purchase  supplies  of  live  virus  vaccine.  Dr.  Sabin’s 
remark,  “They  picked  their  price  right  out  of  the  air,”  referred  to 
an  overestimation,  in  his  opinion,  of  the  actual  price  of  the  vaccine 
when  it  reaches  production. 


Delaware  Hospitals  Eleven  Delaware  hospitals  have  been  accredited  by  the  Joint  Corn- 
Accredited  mission  on  Accreditation  of  Hospitals.  They  include  the  Alfred  I. 

duPont  Institute,  Emily  P.  Bissell,  The  Memorial,  St.  Francis  and 
Wilmington  General  Hospitals,  Wilmington;  Kent  General,  Dover; 
Delaware  State,  Farnhurst;  Beebe  Hospital,  Lewes;  Milford,  Mem- 
orial; and  Nanticoke  Memorial,  Seaford. 

Medical  Disaster  A health  mobilization  emergency  hospital  training  program  will  be 
Exercise  held  in  the  Dover  Armory  on  May  12,  1961.  A one-day  training 

exercise,  the  Institute  is  offered  so  that  Delaware  medical  and  hos- 
pital personnel  may  learn  the  assembly  and  operation  of  the  200-bed 
Civil  Defense  Emergency  Hospital  (CDEH).  A team  of  local  people 
will  erect  and  operate  the  hospital  for  a series  of  mock  casualties 
from  the  Dover  area. 

In  the  event  of  a serious  natural  or  military  disaster,  the  role  of  the 
emergency  hospital  is  vital.  Its  efficiency  depends  directly  on  there 
being  trained  personnel  available  to  operate  it.  The  participation 
of  doctors,  dentists,  nurses,  technicians  and  all  health  workers  are 
needed  in  the  Health  Mobilization  Program. 

The  exercise  is  co-sponsored  by  a number  of  organizations,  including 
the  Medical  Society  of  Delaware,  and  is  under  the  direction  of  Mr. 
W.  C.  Anderson,  president  of  the  Association  of  Delaware  Hospitals 
and  Mr.  Eugene  Trivits,  Delaware’s  representative  of  the  United 
States  Public  Health  Service’s  Division  of  Health  Mobilization. 

A team  of  Kent  County  physicians  comprised  of  Drs.  Lawrence  M. 
Baker,  James  B.  McClements,  John  J.  Lazzeri,  Eugene  R.  McNinch, 
Rhoslyn  J.  Bishoff,  James  R.  McNinch,  and  E.  Harold  Mercer  will 
erect  and  staff  the  hospital  during  the  exercise.  Other  Delaware 
doctors  are  invited  to  come,  watch,  and  learn. 
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Personal 

Glimpses 


Maryland  State 
Meeting 


New  Concepts  In 
Exercise  ... 


Arthritis  . . . 


Heart  Status  . . . 


Space  Health  . . . 


Blood  Vessels  . . . 


Albert  J.  Wildberger,  M.D.,  was  speaker  at  the  Georgetown  Kiwanis 
Club;  topic  Medicine  in  Our  Community  . . . James  A.  Flaherty, 
M.D.,  was  a member  of  the  Ursuline  Academy  Association’s  forum  on 
The  Effects  and  What  Can  he  Done  About  Pornographic  Literature 
. . . Henry  V.  P.  Wilson,  M.D.,  Dover,  is  one  of  the  Trustees  appointed 
to  the  University  of  Delaware  . . . Douglas  M.  Gay,  M.D.,  partici- 
pated in  a demonstration  at  the  opening  of  the  new  electrical  labor- 
atory at  Wilmington  General  Hospital  . . . A.  R.  Shands,  Jr.,  M.D., 
and  F.  A.  Freyhan,  M.D.,  addressed  the  Scientific  Assembly  of  the 
Virginia  Academy  of  General  Practice;  Dr.  Shands’  topic  was  Ortho- 
pedic Aspects  and  Dr.  Freyhan’s  was  The  Use  and  Misuse  of  Tran- 
quilizers . . . Dr.  Freyhan  has  a dual  appointment  with  the  National 
Institute  of  Mental  Health  and  St.  Elizabeth’s  Hospital,  Washington, 
D.C  .,  as  Director  of  Clinical  Studies;  in  addition  to  this  he  has  been 
appointed  clinical  professor  at  George  Washington  University  . . . 
Arthur  J.  Heather,  M.D.,  will  participate  in  a program  of  the  Ameri- 
can Congress  of  Physical  Medicine  and  Rehabilitation  to  be  held  in 
April;  topic  Orthotic  Devices  for  Hand  Paralysis  . . . Carl  Glassman, 
M.D.,  and  Howard  Wilk,  M.D.,  have  been  appointed  captains  of  the 
special  gifts  division  for  the  Jewish  Federation  of  Delaware’s  1961 
Fund  Drive  . . . Charles  K.  Bush,  M.D.,  was  a speaker  at  a weekly 
luncheon  of  the  Wilmington  Quota  Club  . . . Norman  L.  Cannon, 
M.D.,  participated  in  a program  Opportunities  in  Paramedical  Pro- 
fessions held  for  upper  school  students  at  Friends  School  . . . Harry 
G.  Neese,  Jr.,  M.D.,  appointed  to  town  Board  of  Health,  Wyoming, 
Delaware  . . . 

April  26-28  are  the  dates  set  for  the  163rd  Annual  Meeting  of  the 
Medical  and  Chirurgical  Faculty  of  the  State  of  Maryland,  to  be 
held  at  the  Alcazar,  Cathedral  & Madison  Strs.,  Baltimore.  Dela- 
ware physicians  are  invited. 

Strenuous  housework  burns  up  6.6  calories  per  minute,  compared  to 
a mere  4 to  5 calories  a minute  for  gardening,  golfing,  or  walking 
briskly,  according  to  Herman  K.  Hellerstein,  M.D.,  Cleveland  cardi- 
ologist. 

Arthritis  is  robbing  the  cradle,  says  the  National  Foundation  of 
rheumatoid  arthritis.  Parents  are  cautioned  not  to  dismiss  aching 
in  children’s  necks,  knees  or  elbows  as  “growing  pains.” 

Heart  attacks  strike  lower  salaried  men  more  frequently  than  high 
income  executives,  according  to  a study  made  by  Drs.  C.  A.  D’Alonzo 
and  Sidney  Pell,  Wilmington. 

Kidney  stones  caused  by  stress  deprivation  may  be  the  penalty  for 
space  trips.  Astronauts  may  be  confronted  by  the  same  problem 
faced  by  patients  confined  to  bed  for  extended  periods. 

Synthetic  grafts  made  of  Teflon  to  replace  damaged  or  diseased 
blood  vessels  are  now  being  studied  and  tested  at  the  University  of 
Pennsylvania  under  funds  granted  by  the  Delaware  Heart  Associa- 
tion. 
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• An  account  of  a vacation  that  was  different,  fresh, 
and  remote  from  the  daily  routine,  is  given  by  an 
Auxiliary  member  who  wishes  to  remain  anonymous. 


We  discovered  an  unusual  vacation  re- 
cently, which  other  Auxiliary  members 
might  enjoy.  We  flew  to  Nassau  by  British 
Overseas  Airways  from  New  York,  and  then 
flew  by  Bahama  Airways  to  the  island  of 
Abaco,  the  northernmost  of  the  Bahama 
Islands.  There  we  landed  at  Marsh  Har- 
bour Airport,  which  operated  during  day- 
time only  and  then  only  when  a plane  was 
due.  Arrangements  had  been  made  to  char- 
ter a schooner  for  four  people,  the  “Caribe,” 
a 68  ft.,  3%  ft.  draft,  Alden-designed  boat. 
We  planned  to  spend  about  11  days  aboard, 
cruising  among  the  cays.  We  were  greeted 
by  the  young  captain,  H.  Lee  Brooks,  and 
his  wife,  Jo,  who  were  Georgia  Tech  gradu- 
ates (engineering  and  home  economics), 
and  who  had  decided  this  was  the  life  for 
them.  He  sported  a red  beatnik-type 
beard,  which  aroused  a few  doubts  at  first. 

The  first  problem  was  to  get  aboard  via 
dinghy.  Dresses  are  not  recommended  for 
this;  even  when  properly  attired,  it  was 
always  a question  whether  you  would  fall 
in.  Once  aboard  we  found  everything  pro- 
vided for  according  to  our  tastes.  They 
had  written  beforehand  for  our  food  and 
beverage  preferences.  It  didn’t  take  long 
to  know  our  captain  was  tops  and  our  cook 
superb. 

The  schooner  boasted  two  staterooms 
plus  captain’s  quarters,  two  heads,  ward- 
room (dining  room)  and  galley.  There  was 
ample  deck  space  for  sunbathing  and  walk- 
ing. Most  of  the  time  aboard  was  spent  fish- 
ing or  swimming.  The  captain  and  his  wife 


were  graduate  skin  divers  and  had  all  the 
necessary  equipment  aboard  and  a will- 
ingness to  teach.  You  had  to  watch  for 
barracuda  when  swimming  and  skin  diving, 
but  the  water  is  so  clear  you  can  see  right 
to  the  bottom.  We  enjoyed  seeing  all  the 
coral  formations,  starfish  and  other  fish. 
And  we  had  several  meals  from  the  sea, 
including  lobster  tails  from  crayfish. 

Cruising  was  done  by  daylight  only  be- 
cause there  were  no  channel  markers  to 
sail  by.  Navigating  is  done  by  color  of 
water  and  the  skipper’s  experience.  The 
Abaco  Islands  are  protected  by  numerous 
small  cays,  which  provide  about  100  miles 
of  good  protected  sailing  waters.  We  very 
seldom  used  the  motor;  used  sails  almost 
entirely. 

A highlight  of  the  trip  was  landing  at 
Green  Turtle  Cay  to  find  another  Dela- 
warean operating  a small  resort.  It  was 
good  to  be  on  land  again  after  six  days 
aboard.  The  food  was  delicious  after  on 
honest-to-goodness  shower.  We  found  that 
everyone  on  these  cays  has  to  have  his  own 
power  plant;  and  water  is  a problem  for  the 
rain  must  be  caught  in  large  tanks  for 
your  use. 

After  several  more  leisurely  days  of 
cruising,  we  returned  to  Abaco,  unloaded 
our  bags  to  return  to  Nassau.  We  heartily 
recommend  this  for  a complete  vacation. 
For  information  you  may  write  to  Capt, 
H.  Lee  Brooks,  Hudson  Schooner  Sailings, 
Inc.,  P.O.  Box  44,  New  York  63,  N.Y. 
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High  serum  levels  of  antibacterial  activity  mean  fewer  treat- 
ment failures  in  severe  infections  or  in  infections  only  mar- 
ginally sensitive  to  penicillin.  In  other  words,  high  “ABA” 


consistently  dependable  clinical  results 

V-CILLIN  K* 

(penicillin  V potassium,  Lilly) 

produces  greater  antibacterial  activity  in  the  serum  against 
the  common  pathogens  than  any  other  available  oral 
penicillin. 

Now  at  lower  cost  to  your  patient 
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BEE  STING 

Triggering  Fatal  Sanarelli-Shwartzman  Reaction 

• Death  from  a bee  sting  is  by  no  means  rare 
and  is  always  tragic.  Demise  is  usually  due  to 
allergy  or  infection.  Rarely,  as  in  the  instance 
described,  is  it  due  to  a bacterial  anaphylac- 
toid phenomenon. 


A six  year  old  white  boy  had  been  stung 
by  a bee  on  the  lateral  aspect  of  the  right 
arm  just  above  the  elbow  one  week  prior 
to  admission.  The  area  of  the  sting  be- 
came red  and  swollen  on  the  third  day  and 
began  to  hurt  on  the  fifth  day.  By  that 
time  the  boy  broke  out  into  hives,  became 
feverish  and  toxic,  vomited  and  had  loose 
stools.  His  arm  was  stiff  and  swollen.  He 
was  treated  with  300,000  units  of  procaine 
penicillin. 

He  had  had  measles  and  chicken  pox  and 
had  not  received  any  immunizations.  In 
the  family  history  were  diabetes  and  asthma 
on  the  mother’s  side.  The  boy  himself 
had  no  allergic  manifestations. 

On  admission  to  the  hospital,  the  patient 
was  semistuporous  and  in  great  pain.  He 
was  drowsy  and  yawned.  His  respirations 
were  labored  and  rapid.  The  right  arm 


Dr.  Poliak,  Mazaryk  University  ’30,  is  pathologist  to  the  Kent 
General,  Milford  Memorial  and  Beebe  Hospitals  and  assistant 
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Dr.  Forest,  Temple  University  ’53,  is  attending  pediatrician  at 
Kent  General  Hospital  and  consultant  to  Beebe  Hospital. 
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was  distorted  with  a brawny  edema  from 
shoulder  to  hand.  There  was  no  pitting 
and  the  entire  arm  was  warm.  The  shoulder 
could  be  moved  with  pain.  The  elbow  was 
immobilized  with  swelling.  The  right  axil- 
lary lymph  nodes  were  swollen.  The  entire 
body  was  covered  with  hives.  The  child 
appeared  dehydrated.  Dry  rales  and 
rhonchi  were  present  throughout  the  chest, 
with  dullness  in  the  right  lower  lung  pos- 
teriorly and  laterally. 

X-rays  on  the  second  day  showed  ex- 
tensive mottling  of  both  lungs,  especially 
the  lower  lobes  and  more  on  the  right  side 
than  on  the  left.  Maximum  mottling  was 
in  the  right  middle  lobe.  The  right  costo- 
phrenic  angle  and  the  diaphragm  were  ob- 
scured. A diagnosis  of  extensive  bilateral 
pneumonia  with  right  pleural  reaction  was 
made.  The  abdomen  was  distended  by 
gas,  and  the  question  of  ileus  was  raised 
but  there  was  no  intestinal  obstruction. 

Urine  examination:  albumin  2 + , sugar 
negative,  acetone  3 + , 10  to  12  granular 
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casts  per  high  power  field;  specific  gravity 
1.005.  Hematocrit  32%,  hemoglobin  8.6 
gm.,  or  55%;  white  blood  cells  8,800  per 
cu.  mm.,  with  25  band  forms,  62  segmented 
cells  and  13  lymphocytes.  On  May  10th, 
the  hemoglobin  was  9.3  grams  or  60%, 
white  blood  cells  only  4,250  with  2 meta- 
myelocytes, 25  band  forms,  39  segmented 
cells,  27  lymphocytes  and  7 monocytes. 

The  working  diagnosis  was  serum  sick- 
ness secondary  to  bee  sting,  possibly  due 
to  penicillin;  and  pneumonia,  possibly  with 
secondary  allergic  effusion.  The  child  was 
treated  with  phenergen,  aspirin,  sodium 
luminal,  achromycin,  tetracycline  and  pred- 
nisolone. During  the  hospital  stay  the  hives 
increased  in  amount  and  the  color  of  the 
skin  became  more  livid.  The  next  day,  the 
arm  was  less  swollen  and  the  rash  was  sub- 
siding. However,  his  respirations  became 
increasingly  grunty  and  labored,  in  spite 
of  change  of  antibiotic  therapy  to  Chloro- 
mycetin and  kantrex.  The  patient’s  tem- 
perature had  decreased  from  103  to  102.4, 
101.6,  100.2  to  100. 6°F.  Terminally,  the 
child  was  treated  with  adrenalin  and  cora- 
mine  and  was  placed  in  an  oxygen  tent. 
In  spite  of  intensive  care  and  treatment 
the  patient  expired  on  the  fourth  day  after 
hospitalization,  apparently  from  pneu- 
monia. 

Autopsy 

An  autopsy  was  performed  90  minutes 
after  death.  The  gross  findings  were: 

Bronchopneumonia , confluent , generalized. 
Bronchitis , purulent. 

Infarctions,  pulmonary,  with  abscesses. 
Emboli,  bacterial,  pulmonary. 

Pleurisy,  fibrino purulent  and  pseudomem- 
branous, bilateral. 

Scar,  elbow,  right. 

Cellulitis,  upper  arm,  right. 

Edema,  cerebral  and  meningeal. 

Splenitis,  acute. 

Spleen,  accessory. 

Lymphadenitis,  generalized. 

Cyanosis,  generalized. 


Some  of  the  findings  warrant  detailed 
description:  The  right  upper  arm  was  mark- 
edly swollen.  Incision  of  the  upper  right 
arm  resulted  in  a large  amount  of  slightly 
yellowish  fluid  oozing  from  the  cut  surface. 
There  was  a pale,  irregular  scar  on  the 
outer  aspect  of  the  right  elbow.  The  lymph 
nodes  in  the  right  axilla  were  moderately 
increased  in  size  and  consistency. 

Both  lungs  were  free.  They  were  large 
and  markedly  indurated  throughout.  The 
consistency  was  irregular.  Both  lung  sur- 
faces, the  right  more  than  the  left,  were 
coated  with  abundant  fibrin  and  pus.  The 
color  of  the  exudate  was  green,  the  layer  up 
to  2 mm.  thick.  On  sectioning,  all  five 
pulmonary  lobes  had  the  same  mottled 
purple  appearance.  In  the  right  middle 
lobe  there  was  one  area  measuring  about 
3 cm.  across  with  multiple  small  cavitations. 
These  cavities  were  not  demarcated  and 
were,  on  the  average,  5 mm.  in  diameter. 
Apparently  this  area  was  an  infarction 
which  had  fallen  apart.  There  were  mul- 
tiple other  areas,  wedge-shaped  and  indur- 
ated, purple,  throughout  the  lung.  These 
were  hemorrhagic  infarctions.  There  were 
spheric  elevated  areas  present  which  mea- 
sured up  to  1 cm.  in  diameter.  The  color 
of  these  was  yellowish-gray.  The  amount 
of  scrapings  from  the  surface  was  large 
and  the  color  was  yellowish.  The  air  pas- 
sages were  slightly  injected  but  there  was 
no  exudate  on  the  mucosa. 

The  spleen  was  almost  twice  the  expected 
size.  The  capsule  was  gray  and  smooth; 
the  cut  surface  was  a deep  purple.  The 
consistency  was  firm  and  scrapings  were 
not  excessive.  There  was  one  accessory 
spleen  measuring  1 cm.  in  diameter,  close 
to  the  hilus  of  the  large  spleen. 

The  lymph  nodes  in  the  right  axilla  were 
somewhat  increased.  The  lymph  nodes 
along  the  air  passages  were  increased  in 
number,  size,  and  consistency  and  their 
color  was  red.  The  retroperitoneal  nodes 
were  normal.  The  number  of  lymph  nodes 
in  the  abdominal  cavity  was  fairly  high  and 
they  measured  up  to  1 cm.  in  diameter. 
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FIGURE  1.  Venous  thrombus  with  bacteria  (near  FIGURE  2.  Vein  (occupying  most  of  photo- 
top from  area  of  bee  sting.  XI 5 graph  with  bacteria  (near  the  intima)  from 

area  of  bee  sting.  Cellulitis.  X300 


FIGURE  3.  Bronchus  with  bacteria  within  the 
arterioles  with  bacteria  emboli.  X45 


inflamed  and  swollen  mucosa; 


three 


peribronchial 
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The  consistency  was  slightly  increased;  the 
color  pink.  Bone  marrow  was  not  excessive, 
the  color  was  light  red  and  the  consistency 
was  moderately  soft. 

Microscopic  Findings 

The  microscopic  findings  confirmed  the 
gross  observations  in  all  respects.  The  fol- 
lowing were  added: 

1.  Eosinophilia  of  an  active,  stimulated 
bone  marrow. 

2.  Diffuse  and  pseudoadenomatous  eosin- 
ophilia of  the  anterior  pituitary  lobe. 

3.  Edematous  swelling  of  the  intima  of 
medium  sized  and  small  arteries  in  various 
viscera,  especially  those  of  the  heart  and 
lungs. 

4.  Venous  thrombosis  with  bacteria  in 
the  area  of  cellulitis  of  the  right  arm. 

5.  Bacterial  emboli  within  bronchial  ar- 
teries. 

6.  Bacteria  within  bronchial  exudate. 

Again,  some  of  the  findings  warrant  de- 
tailed account:  Tissue  from  right  arm  (in- 
sect sting) : Diffuse  edema,  leukocytic  col- 
lection in  the  connective  tissue,  swelling  of 
nerves  and  nerve  sheets,  a thrombus  with 
bacteria  in  one  of  the  large  veins. 

In  all  five  lung  lobes  the  picture  was 
identical  and  very  colorful.  Multiple  hemor- 
rhagic infarctions  were  present  with  blood 
effusion  and  abscess  formation.  Within  the 
abscesses  there  were  multiple  clusters  of 
dense  basophilic  material  which,  on  higher 
magnification,  was  identified  as  clusters  of 
cocci.  The  pleurae  were  severely  thickened 
and  the  pleurisy  was  of  a combined  pseudo- 
membranous and  fibrino-purulent  type. 
There  were  multiple  bacterial  collections 
within  the  pleural  exudate.  In  addition, 
there  was  diffuse  confluent  bronchopneu- 
monia complicated  by  severe  edema  and 
hemorrhage  throughout  the  tissue.  In  the 
bronchi  there  was  abundant  pus,  again  with 
clusters  of  bacteria.  The  inflammatory  re- 
action around  the  bronchi  was  severe, 
forming  a broad  rim  around  some  of  the 


bronchi  with  secondary  abscess  formation. 
Many  of  the  bronchial  arteries  contained 
bacterial  emboli.  Within  some  of  the  veins 
and  larger  arteries  were  blood  clots,  some 
containing  bacteria. 

Discussion 

The  diagnosis  of  bronchopneumonia  had 
been  made  clinically  and  supported  by 
bacteriologic  studies.  It  was  confirmed  at 
autopsy.  The  micrococcus  was  of  the  coag- 
ulase-positive  staphylococcus  aureus  va- 
riety, productive  of  a strong  hemolysin, 
and  resistant  to  all  antibiotics  available  for 
sensitivity  study.  Clinically,  the  illness  was 
of  an  allergic  type,  starting  apparently  with 
the  bee  sting  and  followed  by  severe  gen- 
eralized hives.  It  had  the  character  of 
serum  sickness.  While  the  sting  could  be 
considered  as  the  second,  or  “provocative,” 
insult  the  occurence  of  the  first,  or  “sensi- 
tizing,” insult  remained  obscure.  The  pul- 
monary infection  was  held  to  be  secondary, 
superimposed  upon  the  allergic  state. 

The  clinical  concept  had  to  be  changed 
after  completion  of  postmortem  studies. 
Originally,  the  child  had  bronchopneu- 
monia. The  causative  microorganism  could 
be  demonstrated  within  the  bronchial  exu- 
date and  also  in  the  peribronchial  exudate. 
At  the  time  of  the  bee  sting  the  extent  of 
the  respiratory  infection  may  have  been 
limited  but  the  course  might  have  become 
stormy  because  of  the  high  virulence  of  the 
micrococcus,  regardless  of  the  bee  sting. 
The  sting  occurred  during  the  early  stage 
of  the  respiratory  infection,  probably  on 
the  first  day  of  the  illness.  The  child 
scratched  the  injured  arm  and  infected  it 
with  the  same  type  of  microorganism  which 
had  caused  the  pneumonia.  No  doubt,  the 
boy  had  been  stung  by  a bee  before  and 
he  developed  a not  uncommon  allergic  re- 
action to  the  formic  acid  introduced  into 
the  body  by  the  sting.  However,  from  the 
morbid  anatomic  findings  it  is  evident  that 
the  dominant  events  were  cellulitis  of  the 
arm,  mycotic  venous  thrombosis  in  the  area 
of  cellulitis  and  mycotic  embolization  of 
bronchial  and  pulmonary  arteries  resulting 
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FIGURE  4.  Pulmonary  artery  with  intimal  edema 
— histamine  reaction;  periarterial  suppuration 
and  pulmonary  edema.  X60 


FIGURE  5.  Pulmonary  artery  with  bacteria! 
thrombus;  pulmonary  edema  with  scattered 
micrococci.  X170 


FIGURE  6.  Pulmonary  abscess  with  central  colliquation,  within  hemorrhagic  pneumonia  — in- 
farction. XI  3 
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in  multiple  infarctions.  The  hemorrhagic 
character  of  the  bronchopneumonia  de- 
veloped on  the  basis  of  the  Sanarelli- 
Shvvartzman  phenomenon. 

S.  S,  Phenomenon 

Several  localized  anaphylactic  phenom- 
ena are  known.  Sanarelli’s  original  experi- 
ment consisted  of  an  intraperitoneal  injec- 
tion of  a sublethal  dose  of  Vibrio  cholerae 
followed  24  hours  later  by  an  intravenous 
injection  of  a small  dose  of  the  same  organ- 
ism. This  resulted  in  hemorrhage  into  the 
epiploe,  severe  intestinal  congestion,  even 
in  exfoliative  enteritis  and  acute  nephritis. 
Shwartzman’s  reaction  was  based  on  intra- 
dermal  injection  of  a filtrate  of  Escherichia 
coli,  Salmonella  typhosa  or  Salmonella 
dysenteriae,  followed  24  hours  later  by  an 
intravenous  injection  of  analogous  bacterial 
filtrates:  The  result  was  hemorrhagic  ne- 
crosis at  the  site  of  the  first  injection.  Both 
phenomena  have  been  modified  in  various 
ways,  experimentally.  Their  principle  is 
identical  and  therefore  one  speaks  of  the 
Sanarelli-Shwartzman  (S.S.)  phenomenon. 

The  S.S.  phenomenon  resembles  true  ana- 
phylaxy  inasmuch  as  (a)  there  is  necessity 
of  sensitization,  (b)  the  pathologic  changes 
are  the  same  regardless  of  the  nature  of  the 
antigen  and  (c)  a certain  interval  is  neces- 
sary between  the  two  injections.  It  differs 
from  true  anaphylaxy  (a)  since  the  inter- 


val between  the  two  injections  is  very  short; 
mostly  20  hours,  sometimes  but  4 to  8 
hours  and  never  exceeding  3 days,  (b)  by 
the  non-specific  character  evident  from  the 
fact  that  the  material  used  for  the  sensitiz- 
ing and  for  the  provocative  injections  need 
not  be  the  same  and  may  even  be  of  non- 
antigenic  nature,  (c)  by  the  fact  that  it  is 
impossible  to  desensitize  an  area  and  (d) 
through  the  cellular  alterations  initiated 
by  the  first  injection,  in  contrast  to  humoral 
antibody  forma  ton  by  a true  anaphylacto- 
gen. 

Two  theories  have  been  advanced  to  ex- 
plain these  phenomena:  that  of  plasmatic 
dyscolloidity  and  the  histamine  theory. 
The  mechanism  of  the  two  is  much  alike. 
All  large  molecular  complexes  may  irritate 
the  vascular  intima  causing  liberation  of 
histamine  from  endothelium  cells.  Proteo- 
lytic events  in  tissue  necrosis  result  in  the 
appearance  of  propeptones  in  the  blood 
stream  and  these  act  upon  the  endothelium 
cells.  In  this  patient  we  had  the  unusual 
combination  of  a true  anaphylactic  reac- 
tion and  a localized  allergic  reaction.  In 
the  anaphylactic  shock,  the  bee  sting  rep- 
resented the  chemical  provocative  insult. 
In  the  fatal  S.S.  phenomenon,  bacterial 
sensitaization  occurred  by  the  intratracheal 
route  and  the  bacterial  provocative  insult 
by  the  intravenous  route  from  the  site  of 
the  infected  bee  sting. 


AMA  ART  EXHIBIT 

The  24th  Annual  Exhibition  of  the  American  Physicians  Art  Association 
will  be  held  from  June  26th  to  30th  in  New  York  City  in  conjunction  with  the 
Annual  Meeting  of  the  American  Medical  Association.  The  exhibit  will  include 
works  of  sculpture,  painting,  crafts  and  photography  by  physicians  throughout 
the  United  States. 

Further  information  can  be  obtained  from  Alfred  A.  Richman,  M.D.,  Sec- 
retary, 307  Second  Avenue,  New  York  3,  N.Y. 
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CONGENITAL  HYDROCEPHALUS  AND 
MENTAL  RETARDATION 


• The  problems  presented  by  a combination 
of  mental  retardation  and  congenital,  pro- 
gressing hydrocephalus  are  illustrated  by  an 
account  of  two  cases. 


Antranig  Arslanian,  M.D. 
William  A.  Gollick,  M.D. 
0.  J.  Pollak,  M.D. 


Two  instances  of  mentally  retarded 
children  with  congenital  hydrocephalus 
studied  at  the  Hospital  for  the  Mentally 
Retarded  are  reported  to  provide  a basis 
for  evaluation  of  similar  patients. 

Case  No.  1 

This  boy  was  born  on  January  26,  1956. 
He  was  an  only  child.  An  uneventful,  full- 
term  pregnancy  was  terminated  by  Cae- 
sarian section,  on  the  basis  of  radiologic 
examination.  The  child’s  birth  weight  was 
7 lbs.  11  oz.  and  hydrocephalus  was  noted 
at  birth. 

There  was  no  family  history  of  mental 
illness  or  retardation.  The  cause  of  death 
for  the  paternal  grandfather  was  carcinoma 
of  the  stomach,  for  the  paternal  grand- 
mother, carcinoma  of  the  mouth  and  heart 
attack  for  the  maternal  grandfather.  The 
maternal  grandmother  has  had  diabetes 
mellitus  for  two  years.  The  child’s  mother 
was  well.  His  father,  under  treatment  for 

fFrom  the  Hospital  for  the  Mentally  Retarded,  Stockley,  Dela- 
ware. Dr.  Arslanian  is  senior  resident  physician  at  the  Hospital, 
Dr.  Gollick  is  clinical  director  and  Dr.  Poliak  is  consulting 
pathologist. 


diabetes,  suffered  a heart  attack  shortly 
before  the  child’s  birth. 

The  patient  was  admitted  on  April  4, 
1956,  and  died  on  December  28,  1959. 

A large  hydrocephalus  and  moderate 
malnutrition  were  found  on  admission.  The 
major  fontanella  was  tense,  bulging, 
19x19  cm.  wide.  The  minor  fontanella 
was  also  protruding.  The  face  was  tiny 
and  wrinkled.  The  eyes  were  sunken.  The 
head  was  large,  deformed,  flattened  to  the 
left  side.  The  scalp  was  thin  and  many 
prominent  veins  were  seen. 

Neurologist’s  report  (July  5,  1958): 
Huge  hydrocephalic  skull  with  marked 
flattening  and  asymetry.  More  protrusion 
on  the  right  side  than  on  the  left.  Wide 
open  fontanella.  No  bruit  heard  over  skull. 
All  deep  tendon  reflexes  strongly  positive, 
Babinski  positive,  equal  withdrawal  from 
pin-prick. 

Monthly  progress  notes  indicated  grad- 
ually increasing  hydrocephalus,  bleeding 
gums  and  irregular  breathing  suggesting 
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damage  to  the  respiratory  center.  The 
child  cried  when  hungry;  ate  and  slept 
well.  Sensory  reception  seemed  good. 

Psychologist’s  report  (September  28  and 
November  18,  1958):  Vineland  Social  Ma- 
turity Scale,  C.A.  2-8,  S.A.  28,  S.Q.  10. 
The  child  failed  to  balance  his  head  or  to 
roll  over.  Mental  retardation  was  diag- 
nosed. 

The  patient  presented  a nursing  problem. 
Pressure  sores  developed  on  his  head.  Left- 
side convulsive  seizures  were  noted.  A day 
before  demise  he  was  quite  dyspneic  and 
the  air  passages  filled  with  mucus.  Death 
occurred  in  the  oxygen  tent. 

Autopsy 

There  is  a tremendous  discrepancy  be- 
tween the  size  of  the  head  and  that  of  the 
body.  The  circumference  of  the  head  is 
34  cm.  The  head  is  globular  but  somewhat 
flattened.  The  eyes  are  small.  The  nose 
is  very  small,  as  is  the  mouth.  The  ears 
are  normally  formed,  small.  The  face  has 
the  appearance  of  a kite.  In  the  occipital 
region  there  are  multiple  skin  abrasions — 
decubiti.  The  head  is  partly  soft.  The 
soft  areas  are  lateral  to  the  midline. 

The  scalp  is  thin.  There  is  very  little 
subcutaneous  tissue  present.  On  removal 


of  the  skin  two  large,  roughly  rhombo- 
hedric,  diamond-shaped  areas  are  seen  in 
the  parietal  regions.  The  bony  defect  on 
the  left  side  measures  6x4  inches  and  that 
on  the  right  side  6x4.5  inches.  In  the  left- 
soft  area,  where  the  bone  is  replaced  by  a 
membrane,  there  is  close  to  the  anterior 
lower  pole  of  the  rectangle  a bone  plate 
measuring  1 inch  by  % inch.  It  is  not 
connected  to  the  bone  proper.  The  fon- 
tanellae  are  closed  and  the  sutures  of  the 
bones  are  firm.  The  thickness  of  the  skull 
is  from  2 to  3 mm.  The  dura  is  adherent  to 
the  skull.  The  arachnoid  is  likewise  ad- 
herent. This  resulted  in  laceration  of  the 
brain  by  the  saw  and  in  partial  collapse  of 
the  brain  due  to  leakage  of  intraventricular 
fluid. 

The  brain  is  markedly  enlarged.  Each 
hemisphere  measures  approximately 
26x12x12  cm.  The  brain  tissue  which  en- 
closes the  ventricles  is  thinned  out  to  1.5 
cm.  thickness  or  even  less,  over  the  entire 
brain.  The  convolutions  in  the  medial 
portions  of  the  hemisphere  are  almost  ob- 
literated. Where  the  convolutions  are 
present  they  appear  relatively  normal. 
This  is  especially  true  of  the  temporal  areas 
and  of  the  temporo-occipital  portions.  The 
corpus  callosum  is  thinned  to  a 1 mm.  wide 
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white  shell.  The  caudate  nuclei  are  flat- 
tened out  and  are  seen  in  the  floor  of  the 
lateral  ventricles.  The  thalamus  is  some- 
what compressed.  The  optic  chiasm  is 
stretched,  with  considerable  extension  of 
the  anterior  and  posterior  perforating  sub- 
stance. Each  lateral  ventricle  is  estimated 
to  have  contained  2,600  ml.  of  fluid.  The 
third  ventricle  is  markedly  dilated.  The 
intermediate  mass  is  stretched  out  to  ap- 
proximately 4 cm.  in  length.  The  aqueduct 
of  Sylvius  is  dilated.  The  fourth  ventricle 
is  symmetrically  enlarged.  The  major  de- 
fect is  a single  cerebellum.  There  is  no 
indication  of  embryologic  growth  into  two 
hemispheres.  The  cerebellum  is  centrally 
located.  The  brachium  pontis  is  present 
bilaterally  and  is  symmetric.  It  is,  how- 
ever, reduced  in  size.  Estimation  of  how 
much  of  the  superior  and  inferior  cere- 
bellar peduncles  are  present  is  difficult. 
They  are  reduced  in  size,  on  both  sides.  In 
the  single  cerebellum  two  dentate  nuclei 
are  present.  The  arachnoid  at  the  base 
of  the  brain  is  markedly  thickened,  opaque 
to  translucent,  leathery.  Even  after  fixa- 
tion, the  brain  is  friable  and  on  manipula- 
tion it  tears  easily.  The  pituitary  gland  is 
small,  not  remarkable. 

Microscopic  Examination 

Multiple  sections  from  various  portions 
of  the  brain  reveal  retention  of  ependymal 
lining  only  in  patches,  under  the  lateral 
ventricular  surfaces.  The  aqueduct  is  pre- 
served. There  is  no  evidence  of  granular 
ependymitis.  The  white  matter  of  the 
corpus  callosum  is  compressed  to  a thin, 
rather  cellular  mass.  The  white  matter  of 
the  cerebral  convolutions  is  somewhat 
edematous.  There  is  irregular  thinning 
and  fragmentation  with  edematous  spacing 
of  all  the  cortex.  The  cortical  cells  are 
poorly  preserved.  There  is  an  apparent 
decrease  in  the  number  of  cortical  cellular 
elements.  The  arachnoid  is  minimally 
thickened  in  some  areas.  There  is  some 
patchy  infiltration  with  lymphocytes  and 
monocytoid  cells  through  the  arachnoid. 
Sections  through  the  caudate  nucleus,  thal- 
amus and  brain  stem  have  normal  appear- 


Brain — Case  No.  2 


ance..  In  a few  areas  in  the  thalamus  and 
arachnoid  there  are  foci  of  calcification. 

Summary  of  Necropsy  Findings 

Bronchopneumonia,  generalized;  partly 
confluent. 

Pleurisy,  fibrinopurulent,  upper  lobes,  bi- 
lateral. 

Tracheobronchitis,  purulent. 

Hydrocephalus,  internal;  due  to  blockage 
of  the  foramen  of  Magendii. 

Anomalous  single  cerebellum. 

Arachnoiditis,  chronic,  with  calcification. 

Decubiti,  scalp. 

Case  No.  2 

This  boy  was  born  on  March  16,  1948. 
A normal,  full-term  pregnancy  terminated 
in  difficult  and  prolonged  labor  requiring 
the  use  of  forceps.  Apparently,  hydro- 
cephalus was  present  at  birth.  A neuro- 
surgeon diagnosed  congenital  hydrocepha- 
lus and  ascribed  it  to  atresia  of  the  Sylvian 
aqueduct.  In  May  of  1948,  bilateral  choroid 
plexus  coagulation  was  performed. 

There  was  no  family  history  of  mental 
illness  or  retardation.  The  paternal  grand- 
father had  died  of  atherosclerosis  at  age  78 
and  the  grandmother  of  a heart  condition 
at  age  of  74  years.  The  child’s  mother 
died  in  1953  of  an  osseous  neoplasm.  His 
father  has  been  in  good  health. 
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The  boy  was  first  seen  in  the  Mental 
Hygiene  Clinic  at  Georgetown,  Del.,  in 

1953.  The  circumference  of  his  head  was 
25%  inches,  he  was  considered  blind  and 
mentally  retarded.  Psychologic  examina- 
tion was  not  feasible. 

He  was  hospitalized  on  February  25, 

1954,  and  he  died  on  June  17,  1960.  On 
admission,  his  head  circumference  was  26 
inches.  The  head  was  large,  symmetric, 
with  horse-shoe  shaped  scars  over  the 
temples.  Distended  veins  were  seen  espe- 
cially over  the  frontal  part  of  the  head. 
The  face  was  small.  There  was  fixation 
nystagmus  in  all  directions.  Light  and 
accomodation  reflexes  were  absent.  There 
was  aphasia.  There  was  no  vision  and 
hearing  was  very  doubtful.  Sporadic  teeth 
were  present.  Elbows  and  knees  were  spas- 
tically  contracted.  The  fingers  were  flaccid, 
the  toes  were  stretched,  the  plantar  arches 
were  high.  The  lateral  sides  of  the  feet 
dropped.  The  deep  reflexes  were  strongly 
positive.  The  child  rolled  on  his  stomach, 
could  lift  his  head  and  arms  but  slightly 
and  with  difficulty.  Leg  movements  were 
practically  absent. 

On  x-ray  the  sella  turcica  was  small, 
the  cranial  bulb  was  large,  the  sutures  were 
not  separated;  there  was  hydrocephalus. 


No  intra-cranial  calcifications  were  seen. 
An  electroencephalogram  (March  10,  1960) 
showed  abnormally  slow  record  for  the 
age  and  a mild  but  consistent  hemispheral 
asymmetry. 

Neurologist’s  report  (June  5,  1958): 
Circumference  of  head  34%  inches;  stra- 
bismus without  fixed  direction;  nystagmus 
lin  all  directions  of  gaze.  Incomplete, 
sporadic  teeth.  Flexor  contraction  of  el- 
bows and  knees;  hyperactive  reflexes;  equal 
perception  to  pin-pricks  all  over  body. 

From  the  day  of  admission  the  child  had 
seizures  which  were  controlled  by  medica- 
tion with  15  mg.  phenobarbital.  In  Feb- 
ruary 1958  he  had  chicken  pox  lasting  one 
week.  The  child  required  total  nursing 
care.  While  the  hydrocephalus  was  pro- 
gressing, the  child  did  not  develop  during 
the  more  than  six  years  of  hospital  stay. 
On  admission,  his  weight  was  40  pounds. 
It  later  became  28%  to  39%  pounds.  The 
contractures  increased.  The  child  pre- 
sented a feeding  problem.  In  spite  of  fre- 
quent changing  of  position  pressure  sores 
developed  on  the  sides  of  the  head  and 
later  in  other  parts  . . . especially  over  the 
hips.  On  December  12,  1959,  the  child’s 
head  started  to  fall  backward.  This  was 
caused  by  increasing  concave  curving  of 
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the  vertebral  column.  Terminally,  the 
head  was  almost  touching  the  heels.  Ca- 
chexia was  progressing  rapidly. 

Autopsy 

The  body  is  that  of  a white  boy  measur- 
ing approximately  5’2”  in  length.  Exact 
measurements  are  impossible,  since  all  ex- 
tremities are  contracted  and  the  back  is 
concave.  The  head  of  the  child  is  very 
large.  The  widest  circumference  is  27% 
inches.  The  head  is  misshaped,  roughly 
spheric  and  the  face  is  very  small  and  tri- 
angular. There  is  a large  area  of  decubitus 
measuring  2 inches  across  in  the  occipital 
region  and  another  large  area  1 inch  across 
over  the  right  temple. 

The  scalp  is  very  thin  and  has  been 
completely  worn  over  the  defects  so  that 
there  are  holes  in  areas  of  the  decubiti. 
The  fontanellae  are  closed.  The  bones  of 
the  skull  are  between  1 and  2 mm.  thick. 
The  dura  is  adherent  to  the  bone.  On 
opening,  the  dura  is  lacerated  by  the  saw 
and  the  brain  matter  punctured.  The  brain 
forms  a very  large  shell,  not  over  3 mm. 
thick.  The  “shell’  is  filled  with  clear,  fairly 
dark,  yellow  fluid.  The  convolutions  are 
flattened.  The  soft  covers  are  thin  and 
adherent  to  the  convexity  of  the  brain.  At 
the  base  of  the  brain,  mainly  in  the  area 
of  the  pons  and  cerebellum  but  extending 
forward  along  the  midline  and  involving 
the  brain  portions  surrounding  the  infindi- 
bulum  and  the  major  nerves,  the  covers 
are  thickened,  cloudy  and  orange-brown 
discolored.  The  pituitary  gland  itself  is 
congested,  red.  Its  size  is  comparatively 
small.  On  opening  of  the  brain  all  cavities 
are  tremendously  distended  and  the  epen- 
dymal lining  is  injected,  orange-brown  dis- 
colored and  a very  fine  granular  through- 
out. This  is  true  of  all  four  ventricles. 
The  cerebellum  is  fairly  well  developed. 

Microscopic  Examination 

Apparent  loss  of  brain  substance  but 
little,  if  any,  disproportion  between  the 
layers.  No  alterations  in  the  central  ganglia. 
Non-specific  granular  ependymitis.  Men- 


ingeal congestion.  In  sections  taken  from 
the  base,  the  meningi  are  markedly  thick- 
ened, fibrosed. 

Summary  of  Necropsy  Findings 

Cachexia. 

Anemia 

Hydrocephalus,  internal  and  external, 

severe. 

Ependymitis,  granular,  generalized. 

Arachnoiditis,  congenital,  basal,  brain. 

Accessory  spleen. 

Kryptorchidism,  bilateral. 

Lordosis,  spine. 

Decubiti,  large,  multiple. 

Discussion 

The  two  cases  described  show  the  picture 
of  unarrested  hydrocephalics.  In  spite  of 
all  the  medical  and  nursing  care,  they  had 
a rather  short  life,  gradually  and  slowly 
going  downhill  with  diminishing  body  re- 
sistance, and  very  slow  body  (skeleton, 
musculature),  development  (small  bodies 
with  huge  heads),  pressure  sores  developing 
on  the  scalp,  in  spite  of  all  care  and  medi- 
cal attention.  Finally  the  feeding  became 
a real  and  difficult  problem,  resulting  in 
lowered  body  resistance  and  inanition,  thus 
becoming  very  susceptible  to  any  infection, 
especially  to  respiratory  and  aspiration 
pneumonia. 

A study  of  hydrocephalics  in  the  Hospital 
for  the  Mentally  Retarded  shows  the  fol- 
lowing picture: 

1.  5%  of  the  patients  are  hydrocephalics. 

2.  50%  of  the  hydrocephalics  are  ar- 
rested and  it  is  interesting  to  note  that 
50%  of  the  arrested  have  shown  improve- 
ment; some  talk  and  walk.  Physiotherapy 
has  helped  a lot.  There  is  also  mental 
improvement. 

3.  25%  of  all  hydrocephalics  have  also 
spina  bifida  with  entire  paralysis  of  lower 
extremities. 

4.  Drainage  operations  for  hydroceph- 
alics (we  have  very  few)  results  only  in 
temporary  improvement  and  the  end  re- 
sults are  not  encouraging. 
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• Diseases  of  the  heart  account  for  many  in- 
fant deaths.  Diagnostic  accuracy  determines 
treatment.  This  disease  has  a fairly  classical 
history  and  combination  of  signs,  symptoms 
and  x-ray  findings. 


Donald  L.  Howie,  M.D. 


Endocardial  fibroelastosis,  or  primary 
endocardial  sclerosis,  is  an  entity  of  un- 
known pathogenesis  and  apparently  uncer- 
tain definition.  It  exists  as  both  a dilated 
and  contracted  type  of  heart  disease.  The 
following  case  history  illustrates  a typical 
instance  of  the  more  common  type  of  di- 
lated disease. 

The  patient  was  a five-month-old  Negro 
girl.  She  was  born  as  the  sixth  child  with 
older  siblings  living  and  well.  She  had  ap- 
parently had  no  significant  illnesses  since 
birth  but  fortunately  a chest  x-ray  had 
been  taken  at  about  one  month  of  age  for 
unknown  reasons.  This  showed  a moderate 
sized  heart  of  usual  contour  as  in  Figure 
1.  She  had  been  on  a full  milk  diet. 

On  admission  two  days  before  death, 
she  was  crying  and  coughing  but  appeared 
to  be  in  fairly  good  general  condition.  There 
was  no  cyanosis,  but  the  throat  was  red 
and  contained  some  thick  mucus.  There 
was  bronchial  breathing  over  the  left  lung 
with  dullness.  There  was  a slight  derma- 
titis of  the  body  which  had  apparently 
been  of  the  “heat-rash”  type  and  was  clear- 
ing. The  initial  impression  was  pneumonia 
of  the  left  lung  and  the  child  was  treated 
with  Crysticillin,  oxygen  and  later  Chloro- 
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A CASE  REPORT 


mycetin.  A second  x-ray  was  taken  with 
the  dominant  finding  being  the  marked 
globular  enlargement  of  the  heart  seen 
in  Figure  1.  Diagnosis  was  changed  to 
congenital  heart  disease  but  no  murmurs 
were  noted  even  on  reexamination. 

White  blood  cell  count  was  23,000  with 
46%  segmented  neutrophiles,  14%  band 
neutrophiles,  32%  lymphocytes  and  6% 
monocytes.  Hematocrit  was  32%.  On 
the  second  day  temperature  was  still  102 
degrees.  Breathing  was  rapid.  Respira- 
tory difficulty  worsened  and  the  child  died. 

At  autopsy  the  child  appeared  well  de- 
veloped and  well  nourished.  The  fine  rash 
consisted  of  small  uniform  scabs  with  pal- 
lid areas  in  the  dark  skin.  These  were 
present  over  the  entire  body.  No  other 
lesions  could  be  found  on  the  skin.  There 
was  no  excess  fluid  in  any  body  cavity. 
Lungs  had  wedge  shaped  areas  of  condensa- 
tion and  hyperemia  without  grossly  appar- 
ent premortem  clots.  Bronchi  were  clear. 
Heart  weighed  75  grams  and  had  a globular 
shape.  There  was  massive  dilation  of  the 
left  ventricle  with  the  wall  averaging  0.8 
cm.  thick.  The  inner  part  of  the  left  ven- 
tricle was  gray  and  fibrotic  with  this  change 
extending  to  a depth  of  0.2  cm.  maximum. 
Greatest  change  was  at  the  upper  interven- 
tricular septum.  Some  grayish  fibrosis  was 
present  lining  the  left  atrium.  Valve  leaf- 
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Figure  1 Chest  X-ray  outlines. 

Dotted:  Heart  and  thorax  at  one  month 
of  age. 

Solid:  Outline  of  five  months,  the  day 
before  death. 

Maximum  horizontal  diameter  of  dotted 
cardiac  outline  is  5 cm. 


lets  were  well  formed  and  not  thickened. 
There  were  no  abnormal  communications 
between  the  two  sides  of  the  heart  and  the 
foramen  ovale  and  ductus  arteriosis  were 
closed.  Coronary  arteries  were  usual  with 
two  standard  aortic  orifices.  Liver  was 
somewhat  pallid.  Mesentery  contained 
some  large  lymph  nodes.  Adrenals  were 
somewhat  small,  pale  and  friable. 

Microscopically,  the  presence  of  the  fi- 
brous endocardial  membrane  was  confirmed, 
without  deep  myocardial  fibrosis  or  inflam- 
mation. Preserved  myocardial  fibers  were 
quite  uniform. 

Lungs  showed  edema,  pigmented  macro- 
phages, atelectasis  and  some  ecchymosis. 
Liver  had  some  central  lobular  congestion, 
cellular  necrosis  and  neutrophile  infiltra- 
tion. Lymph  nodes  were  somewhat  hyper- 
plastic. Spleen  was  passively  congested. 
Adrenal  was  well  preserved. 

The  cause  of  death  was  cardiac  failure. 
Whether  this  was  precipitated  by  another 
disease  such  a pneumonia  or  possibly 
chicken  pox  is  unknown. 

The  origin  of  the  failure  can  be  attri- 
buted to  either  fibrosis  around  thesbian 
veins  with  altered  myocardial  nutrition  or 
simple  mechanical  interference  by  the  fi- 
brosis with  left  ventricular  contraction  and 
expansion.1  The  pathogenesis  of  the  disease 


itself  is  quite  obscure.  A somewhat  similar 
disease  has  been  noted  with  unusual  fre- 
quency in  Uganda2  and  was  thought  to  be 
related  to  nutrition.  Anoxia  is  blamed 
for  infantile  cases  in  another  paper.3  This 
could  originate  in  anomalies,  premature 
foramen  ovale  closure  or  valvular  atresias. 
An  inflammatory  origin  has  been  dismissed 
by  most  investigators.1 

Diagnosis  in  life  can  be  made  in  children 
of  this  age  group  where  the  finding  of  a 
globular  heart,  rapidly  developing  failure 
and  absence  of  murmurs  coexist.  Evidence 
of  previously  good  cardiac  status  strength- 
ens the  diagnosis.  Treatment  has  not  been 
notably  successful,  although  previous  ex- 
perience indicates  some  temporary  help 
from  digitalization.  Adrenal  cortical  hor- 
mones have  apparently  not  been  helpful. 

Summary 

A case  of  endocardial  fibroelastosis  is  re- 
ported. Diagnosis  is  strongly  suggested  in 
life  by  the  presence  of  rapidly  developing 
cardiac  failure,  globular  heart  and  absent 
murmurs.  Etiology  is  unknown  and  treat- 
ment is  not  notably  successful. 
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• In  this  controlled  investigation  two  active 
hypnotics  and  a placebo  are  compared  for 
their  effect  in  managing  sleep  disorders  in  the 
geriatric  patient. 


INSOMNIA  IN  THE  AGED* 


-Alfred  T.  Pepino,  B.A. 
Wesley  W.  Bare,  M.D. 


More  than  $100,000,000.00  is  spent  on 
soporifics  in  the  United  States  each  year.1 
Much  of  this  is  for  people  suffering  from 
insomnia,  yet  relatively  little  attention  is 
given  to  this  symptom  in  major  medical 
texts.  Medical  schools  pay  little  attention 
to  its  treatment,  and  even  less  to  its  cure. 

The  geriatric  patient  presents  a special 
problem  when  it  comes  to  sleep  disorders. 
We  have  all  heard  the  old  saying  about  not 
giving  barbiturates  to  the  elderly  patient; 
but  in  reviewing  the  literature  we  were  un- 
able to  find  a controlled  study  showing  just 
how  well  or  how  badty  the  geriatric  patient 
does  react  to  barbiturates  given  in  hypnotic 
doses.  To  be  sure,  we  have  all  seen  excite- 
ment, confusion  or  stimulation  with  this 
group  of  drugs.  But  such  reactions  are  by 
no  means  limited  to  the  aged.  Consider, 
for  example,  the  prenatal  patient  of  several 
years  ago  who  received  moderately  large 
doses  of  short-acting  barbiturates  to  pro- 
duce analgesia  in  labor.  This  method  was 
soon  discarded  because  of  the  large  num- 
ber of  patients  who  “climbed  the  walls” 
and  were  unmanageable.  Considering  this, 
is  it  really  any  more  unwise  to  administer 


fFrom  the  Medodist  Home  for  the  Aged,  Philadelphia.  Paper 
presented  at  the  9th  Annual  Meeting  of  the  Academy  of  Gen- 
eral Practice,  Wilmington. 

Dr.  Bare,  Jefferson  Medical  College  ’52,  had  three  years 
residence  in  obstetrics-gynecology  at  Methodist  Hospital,  Phila- 
delphia, is  certified  by  the  American  Board  of  Obstetrics  and 
Gynecology  and  is  in  private  practice.  Dr.  Bare  holds  staff 
appointsments  at  Methodist  Hospital  and  Einstein  Medical  Center; 
has  published  extensively  and  is  abstract  editor  for  Excerpta 
Medica. 


barbiturates  to  the  elderly  person  than  it 
is  to  the  younger?  It  is  the  purpose  of  this 
paper  to  determine  this. 

What  Is  Insomnia? 

Insomnia  may  be  defined  very  simply 
as  the  inability  to  either  fall  asleep  or  to 
maintain  sleep  adequately.  The  basic  phy- 
siology of  sleep  is  still  not  known,  although 
intensive  research  into  this  body  change 
has  been  begun  during  the  past  several 
years.  The  amount  of  sleep  necessary 
varies  with  each  person.  The  old  cliche 
has  it  that  the  necessary  amount  is  “six 
hours  for  a man,  seven  for  a woman,  and 
eight  for  a fool.”  If  this  be  so,  then  many 
of  us  most  certainly  are  fools. 

Solomon1  has  pointed  out  that  there  are 
five  major  factors  that  can  interfere  with 
sleep,  and,  of  course,  combinations  of  these: 
(1)  Insufficient  fatigue;  (2)  excessive  rest; 
(3)  excessive  tension;  (4)  insufficient  satis- 
faction of  tensions;  (5)  tensions  that  out- 
weigh satisfaction  causing  a chronic  state 
of  anxiety. 

The  first  two  of  these  categories  are 
easily  managed  clinically  and  call  for  neither 
psychotherapy  nor  drugs.  The  bulk  of 
insomnia  problems  fall  into  those  caused 
by  too  much  tension  or  too  little  satisfac- 
tion. The  amount  of  sleep  needed,  there- 
fore, depends  upon  the  amount  of  mental 
and  physical  exhaustion  present  at  any 
given  time. 


146 


May,  1961 


Insomnia  in  the  Aged — Bare 


Classified  Into  Three  Types 

Insomnia  has  been  classified  in  many 
ways,  but  we  believe  it  is  best  divided  clini- 
cally into  three  types  depending  upon  the 
time  of  occurrence:  (1)  Initial  insomnia, 
or  delayed  onset  of  sleep;  (2)  Intermittent 
insomnia,  or  restless,  interrupted  sleep;  (3) 
Terminal  insomnia,  or  early  morning  wake- 
ning. 

Initial  insomnia  is  usually  due  to  anxiety 
and  worry.  Emotionalism  is  the  enemy  of 
sleep  and  is  the  most  common  cause.  If  it 
becomes  chronic,  sleeplessness  accentuates 
the  nervous  state  of  the  patient,  and  a 
cycle  of  sleeplessness,  fear  of  sleeplessness, 
and  increasing  insomnia  becomes  estab- 
lished.2 Intermittent  insomnia  also  arises 
from  worry,  but  other  factors  may  also 
play  a role.  Intemperate  eating  or  drinking 
habits  are  frequently  a cause.  Disease 
states,  especially  those  characterized  by 
dyspnea,  pain,  or  other  discomfort  often 
lead  to  interrupted  and  restless  sleep.  Ter- 
minal insomnia , the  type  seen  most  com- 
monly in  the  well  adjusted  geriatric  pa- 
tient, is  usually  due  to  inactivity.  These 
people  take  “cat-naps,”  and  many  go  to 
bed  early  so  that  they  have  had  adequate 
rest  before  the  usual  hour  of  wakening, 
then  complain  of  poor  sleep. 

From  a treatment  standpoint,  it  is  im- 
portant to  understand  the  type  of  insomnia 
one  is  dealing  with.  The  treatment  must 
be  individualized,  and  every  effort  should 
be  made  to  determine  the  underlying  cause 
of  anxiety  and  remove  it.  Too  frequently 
this  is  impractical  or  impossible  in  the  aged. 
At  the  Methodist  Home  for  the  Aged  in 
Philadelphia  we  commonly  find  our  geri- 
atric patients  presenting  themselves  with 
no  real  organic  disease,  or  organic  disease 
that  is  well  controlled,  yet  feeling  far  from 
healthy.  Depressions,  confusion  and  anxiety 
are  prevalent,  and  not  a day  goes  by  with- 
out several  people  complaining  of  inability 
to  sleep.  In  this  age  group,  particularly 
with  its  high  incidence  of  cerebral  vascular 
disorders,  psychotherapy  is  impractical.  We 
are  therefore  almost  forced  to  resort  to 
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Figure  1 

Structural  Formula 
of  Secobarbital 

tranquilizers  during  the  day  and  hypnotics 
at  night. 

So  many  soporific  preparations  are  on 
the  market  that  the  choice  of  one  is  diffi- 
cult. We  believe  it  is  better  to  become 
thoroughly  familiar  with  a few  than  to 
constantly  try  new  preparations  and  not 
know  any  well.  Also,  in  an  institution  it 
is  impractical  for  economic  reasons  to  stock 
several  different  preparations  that  can  all 
be  used  for  the  same  purpose.  In  order 
to  find  one  that  was  safe,  effective,  and  in- 
expensive we  undertook  a controlled  study. 
Materials 

The  study  was  carried  out  on  52  geri- 
atric patients  who  complained  of  inability 
to  sleep.  The  youngest  studied  was  72, 
and  the  oldest  was  97.  A total  of  168 
records  was  kept  on  the  52  patients,  each 
record  covering  a 24  hour  period.  Three 
separate  preparations  were  used.  The  first 
was  a tablet  containing  100.00  mg.  of  seco- 
barbital; the  second  was  an  identical  tablet 
containing  60.0  mg.  of  secobarbital  and 
100.0  mg.  of  phenyltoloxamine  in  a timed- 
release  form;*  the  third  tablet  was  a 
placebo. 

Secobarbital  (Figure  1)  was  chosen  for 
two  reasons.  First,  it  is  probably  the  most 
commonly  prescribed  hypnotic  in  this 
country.  Second,  it  is  a typical  short-acting 
barbiturate  and  would  give  typical  results 
in  the  geriatric  patient  for  that  group  of 
drugs. 


* Supplied  as  "Hyptran”  by  Wampole  Laboratories,  Division  of 
The  Denver  Chemical  Company,  Stamford,  Connecticutt. 
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Figure  2 

Structural  Formula  of  Phenyltoloxamine 


The  combination  tablet  also  contained 
secobarbital,  but  in  combination  with 
phenyltoloxamine  (Figure  2).  The  latter 
is  a sedative  anti-histamine  which  potenti- 
ates barbiturates.  It  is  not  a phenothiazine 
and  jaundice,  hypotension,  and  other  re- 
actions of  that  group  are  not  seen.3  The 
tablet  itself  is  a dual  release  preparation. 
In  the  outer  layer  of  60.0  mg.  of  secobar- 
bital and  25.0  mg.  of  phenyltoloxamine. 
This  drug,  originally  developed  for  its 
anti-histaminic  effect,  was  found  to  be  an 
efficient  sedative  and  is  now  used  almost 
exclusively  for  that  purpose.  The  addi- 
tion of  secobarbital  allows  for  a rapid  onset 
of  action. 

The  third  tablet  was  a placebo.  Since 
many  of  the  causes  of  insomnia  are  psycho- 
genic in  origin  it  is  reasonable  to  assume 
that  administration  of  even  an  inert  sub- 
stance will  produce  improvement  in  some 
persons  merely  by  the  power  of  suggestion. 
Accurate  evaluation  of  the  two  active 
drugs  would  have  been  impossible  without 
considering  the  patients  who  would  ex- 
perience improvement  just  by  receiving  a 
pill. 


Method 

A strict  alternating  basis  was  used.  The 
tablets  were  identical  and  coded  so  that 
the  nurses  giving  the  preparation  did  not 
know  which  drug  was  which.  At  half-hour 
intervals  after  administration  of  the  tablets 
each  patient  was  observed  by  the  physician 
on  service  and  records  kept  with  regard  to 
presence  or  absence  of  sleep,  restlessness, 
thrashing  around,  noisiness,  and  coherence. 
On  the  following  morning  the  same  phy- 
sician evaluated  each  patient  for  evidence 
of  headache,  drowsiness,  nausea,  nervous- 
ness, visual  disturbances,  paresthesias,  and 
any  other  indication  of  “hangover.”  Each 
person’s  subjective  opinion  of  the  night’s 
sleep  was  also  recorded.  After  completion 
of  the  study,  some  three  and  one  half 
months  later,  the  code  numbers  of  the  drugs 
was  broken  and  the  records  compared. 


A ' B C 

Figure  3 — Falling  Asleep 


Legend:  A — Secobarbital,  B — Secobarbital 
plus  Phenyltoloxamine,  C — Placebo 

Results 

Figure  3 shows  the  data  covering  the 
time  of  falling  asleep.  74%  of  patients  re- 
ceiving secobarbital  were  asleep  within  90 
minutes,  and  26%  were  not.  Of  the  latter 
group,  several  dropped  off  to  sleep  some- 
time later  during  the  night,  but  these  can- 
not be  considered  as  sleep  directly  induced 
by  the  barbiturate,  since  its  onset  of  action 
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is  usually  within  the  first  hour.  In  the 
same  time  period  (90  minutes),  92%  of 
patients  who  received  the  combination  were 
asleep,  and  8%  remained  awake.  Inter- 
estingly enough,  65%  of  the  placebo  group 
were  asleep  within  90  minutes.  This  leaves 
35%  who  got  no  particular  effect.  The 
differences  among  the  three  groups  are 
statistically  significant. 

The  mean  length  of  sleep  induced  by 
secobarbital  was  5%  hours;  with  secobar- 
ital  plus  phenyl toloxamine  it  was  7%  hours; 
with  the  placebo  it  was  5 hours. 


Figure  4 — Patient’s  Opinion  of  Sleep 

Legend:  A — Secobarbital,  B — Secobarbital 
plus  Phenyltoloxamine,  C — Placebo 


Figure  4 shows  the  patient’s  own  sub- 
jective opinion  of  sleep  with  the  various 
drugs.  The  striking  finding  here  is  that 
seen  in  the  placebo  group.  Almost  half 
(44%)  stated  that  they  had  not  slept  well 
and  more  than  half  (56%)  slept  well.  Ad- 
ministration of  a hypnotic  decreased  the 
incidence  of  unsatisfactory  sleep  to  12% 
with  secobarbital  and  4%  with  the  com- 
bination. 

The  big  objection  to  barbiturates  in  the 
aged  has  always  been  the  possibility  of 
stimulation  and  excitement  instead  of  the 
desired  sedation.  Figure  5 shows  our  find- 
ings. Secobarbital  produced  reactions  that 
were  considered  as  stimulation  in  17%.  The 


combination  tablet  led  to  similar  reactions 
in  8%,  and  16%  of  those  who  received 
placebos  were  restless  or  excited.  From 
this  one  could  readily  conclude  that  seco- 
barbital is  not  much  more  likely  to  cause 
excitability  than  an  inert  substance.  How- 
ever, many  of  these  patients  had  chronic 
disease  characterized  by  pain  or  discomfort 
that  would  lead  to  restlessness.  During  the 
study  no  routine  analgesics  were  given  to 
any  patient,  and  the  figures  found  with 
placebos  are  therefore  not  as  accurate  as 
they  might  be  if  pain  were  relieved.  Con- 
sidering this,  it  must  be  admitted  that  17% 
of  elderly  patients  receiving  secobarbital 
will  be  stimulated  rather  than  sedated. 
Addition  of  phenyltoloxamine  to  the  bar- 
biturate will  decrease  the  incidence  of  un- 
desirable reactions  to  a more  acceptable 
8%. 


Figure  5 — Type  of  Sleep  and  Condition  the 
following  Day 

Legend:  A — Secobarbital,  B — Secobarbital 
plus  Phenyltoloxamine,  C — Placebo 


The  incidence  of  “hangover”  on  the  fol- 
lowing morning  is  also  shown  in  Figure  5. 
Secobarbital,  despite  its  rapid  excretion, 
produced  headaches,  nausea,  drowsiness, 
or  other  latent  symptoms  in  17%.  This 
percentage  is  exactly  the  same  as  that  found 
for  excitatory  reactions  during  the  night. 
Review  of  the  records  failed  to  show  any 
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correlation  between  the  two,  and  the  figures 
are  coincidental.  Adding  phenyltolox- 
amine  to  the  secobarbital  decreased  the  in- 
cidence of  “hangover”  to  12%.  It  is  in- 
teresting to  note  that  13%  actually  got  a 
“hangover”  from  placebos.  Unless  this  is 
on  a psychogenic  basis,  we  have  no  explana- 
tion for  it,  but  it  makes  one  wonder  about 
the  validity  of  the  complaints  in  the  groups 
who  received  active  medication. 

Other  than  these  latent  symptoms  no  side 
effects  were  found  with  any  drug.  No  case 
of  either  addiction  or  habit  formation  de- 
veloped. At  the  conclusion  of  the  study 
a complete  blood  count  and  urinalysis  were 
done  on  all  patients  and  all  were  within 
normal  limits. 

Comment 

Insomnia  will  probably  always  be  a com- 
mon complaint  of  aged  patients.  With  the 
gradual  increase  in  life  span,  chances  are 
that  it  will  become  even  more  prevalent. 
When  the  patient  has  obvious  organic  dis- 
ease that  prevents  him  from  sleeping  the 
treatment  is  clear.  Attention  to  proper 
medication  for  systemic  disease,  adequate 
fluid  and  nutritional  intake,  and  general 
well-being  will  allow  for  peace  of  mind  in 
many  patients  who  would  otherwise  have 
difficulty  in  sleeping.  The  use  of  hypnotics 
should  be  reserved  for  those  who  cannot 
be  controlled  by  more  conservative  means.5 

The  administration  of  secobarbital,  and 
perhaps  other  short-acting  barbiturates  as 
well,  is  likely  to  lead  to  undesirable  reac- 
tions in  about  one  out  of  five  aged  patients. 
The  addition  of  phenyltoloxamine  to  seco- 
barbital decreases  the  liklihood  of  these  re- 
actions, allows  for  a prompt,  more  satisfac- 
tory sleep,  and  lessens  the  incidence  of 
“hangover’  ’the  following  day.  The  com- 
bination of  these  drugs  in  a single  tablet 
is  a safe  and  effective  hypnotic  for  the 


elderly,  and  is  without  significant  side  ef- 
fects. 

Summary 

The  soporific  effect  of  three  separate 
preparations  was  evaluated  in  56  geriatric 
patients  in  a home  for  the  aged,  using  the 
“double-blind”  technique  Preparation  No. 
1 was  a tablet  containing  100.0  mg.  of  seco- 
barbital; No.  2 was  a combination  tablet 
containing  60.0  mg.  of  secobarbital  and 
100.0  mg.  of  phenyltoloxamine  in  a timed- 
release  form;  No.  3 was  a placebo.  The 
dose  of  each  was  one  tablet  at  bedtime. 

It  was  hardly  surprising  that  the  effect 
of  both  active  tablets  was  better  than  inert 
pills,  but  the  effect  of  the  combination  tab- 
let was  better  than  that  of  the  barbiturate 
alone.  The  combination  produced  sleep  in 
92%  of  patients,  compared  to  75%  with 
the  barbiturate  alone.  There  were  less 
undesirable  reactions  with  the  combina- 
tion than  with  secobarbital  alone,  and  the 
incidence  of  “hangover”  was  reduced  from 
17%  to  12%  by  addition  of  phenyltolox- 
amine. The  incidence  of  hangover  for  pa- 
tients receiving  only  placebos  was  13%, 
a finding  difficult  to  explain. 

The  decreased  incidence  of  side  effects 
and  latent  symptoms  the  following  morning 
indicate  that  the  combination  of  secobar- 
bital and  phenyltoloxamine  in  a timed-re- 
lease tablet  is  a safe  and  effective  prepara- 
tion for  the  management  of  sleep  disorders 
in  the  aged. 
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• Undiagnosable  ills  are  problems  in  medical 
practice.  This  case  presents  many  obscure 
complaints,  some  referable  to  a recognized 
disease,  and  others  due  to  a cause  demon- 
strated only  after  death. 


Donald  L.  Howie,  M.D. 
Hillegonda  Moller,  M.D. 


Obscure  illnesses  and  bizarre  complaints 
are  commonly  seen  in  medical  practice. 
Often,  a definitive  diagnosis  cannot  be  made 
and  symptomatic  therapy  meets  with  vary- 
ing success.  The  following  case  illustrates 
one  possible  termination  of  such  a problem. 
Case  Report 

A fifty  year  old  white  man  was  first  seen 
at  the  Beebe  Hospital  with  a chief  com- 
plaint of  weakness  and  dizziness  coming  on 
in  “attacks”  over  a period  of  two  years. 
These  spells  were  accompanied  by  sharp 
pains  in  the  chest  and  by  some  nausea.  He 
had  noted  a bitter  taste  in  his  mouth. 
There  was  history  of  urinary  urgency.  He 
was  slightly  stuporous  but  had  taken  sleep- 
ing pills.  On  physical  examination  the 
tongue  was  reddened;  his  blood  pressure 
was  170/140  mm.  Hg.;  there  was  an  apical 
diastolic  murmur;  the  prostate  was  slightly 
enlarged.  Blood  urea  nitrogen  was  18  mg. 
per  100  ml.  and  the  urine  had  a specific 
gravity  of  1.016  and  was  free  of  albumin 
and  sugar.  Within  about  five  days  the  pa- 
tient felt  much  better  and  was  discharged. 

He  was  next  seen  by  several  consultants 
who  noted  the  history  of  dizziness  and  of 

Dr.  Moller,  University  of  Leiden  ’54,  Netherlands,  is  a resident, 
Beebe  Hospital. 


severe  pulsating  headache.  There  was 
photophobia  and  nausea.  Neurologic  ex- 
amination was  non-contributory.  Spinal 
fluid  and  electroencephalogram  were  with- 
in normal  limits.  No  definitive  diagnosis 
could  be  made.  The  patient  was  treated 
with  Equanil. 

He  was  next  seen  at  the  hospital  four 
months  after  the  first  admission.  He  was 
admitted  in  an  “hysterical  stupor.”  He 
was  a chronic  worrier.  His  wife  stated  he 
had  high  blood  pressure  but  would  not  take 
his  pills  regularly.  He  had  taken  ill  with 
abdominal  pain  during  supper.  Physical 
findings  were  limited  to  a systolic  souffle 
and  a loud  second  heart  sound.  The  next 
day  the  patient  claimed  that  he  felt  fine 
and  wanted  to  go  home.  He  was  discharged 
with  the  diagnosis  of  rheumatic  valvular 
disease  plus  hysteria. 

The  last  admission  was  eight  days  later. 
He  was  brought  in  unconscious.  About 
5:00  p.m.  he  had  come  home  from  work 
complaining  of  tightness  in  his  chest.  He 
took  his  Equanil  and  Maalox  and  had  a 
small  supper  of  asparagus  soup  and  coffee. 
Shortly  thereafter  he  began  gasping  for 
breath  and  was  given  50  mg.  of  Demerol. 
On  admission  he  had  slow  respirations  and 


May,  1961 


151 


Delaware  Medical  Journal 


a peculiar  bitter-sweet  odor  to  the  breath 
Although  respiratory  difficulty  increased 
his  finger  nails  and  lips  were  red  and  the 
skin  of  the  legs  was  blotchy  red.  The 
pupils  were  large  and  did  not  react  to  light. 
There  was  foam  between  the  lips.  A grade 
II  systolic  heart  murmur  was  noted.  The 
heart  rate  was  76  per  minute  and  the  blood 
pressure  was  90  50  mm.  Mg.  The  patient 
died  within  one-half  hour,  with  the  heart 
continuing  to  beat  for  a short  period  after 
breathing  ceased. 

Autopsy 

There  was  external  bloody  congestion 
of  lips  and  of  finger  nails,  with  a pink  hue 
to  the  mild  cyanosis.  Internally,  there  was 
no  excess  cavity  fluid. 

The  heart  weighed  310  gm.  and  contained 
fluid,  red  blood.  There  was  mild  sclerotic 
thickening  of  the  mitral  valve  with  some 
shortening  of  the  chordae  tendinae.  There 
were  no  anomalies.  The  myocardium  was 
well  preserved.  The  lungs  showed  de- 
pendent congestion. 

The  esophagus  was  intact.  The  stomach 
showed  marked  hemorrhagic  erosion  of  the 
edematous  rugae.  It  contained  about  100 
ml.  of  asparagus  soup.  The  rest  of  the 
bowel  was  not  remarkable.  The  liver  and 
the  pancreas  were  well  preserved.  The 
kidneys  had  minimal  cortical  scarring.  The 
adrenals  were  intact.  The  brain  was  slightly 
edematous  and  there  was  minimal  atrophy 
of  the  frontal  convolutions. 

Microscopically,  there  was  some  scattered 
pulmonary  fibrosis  and  some  fibrous  thick- 
ening of  the  mitral  valve.  There  was  in- 
creased connective  tissue  in  the  portal  areas. 
The  gastric  rugae  showed  hemorrhagic  ne- 
crosis. There  was  mild  arteriolar  nephro- 
sclerosis and  mild  chronic  prostatitis.  There 
was  some  cerebral  arteriosclerosis  with 
basophilic  granules  near  vessels  in  the  basal 
ganglia. 

Because  of  the  resident  physician’s  tenta- 
tive diagnosis  and  the  autopsy  finding  of 


a gastritis,  gastric  contents  were  treated 
with  ferrous  sulfate,  ferric  chloride  and 
hydrochloric  acid.  The  typical  ferriferro- 
cyanide  color  resulted.  Findings  of  cyanide 
were  confirmed  in  the  FBI  laboratory.  Tests 
for  arsenic  were  equivocal. 

Discussion 

While  cyanides  are  most  frequently  taken 
suicidally  and  sometimes  ingested  acci- 
dently, homicidal  poisoning  is  quite  in- 
frequent. Only  four  cases  have  been  re- 
corded in  the  medical  examiner’s  files  of 
New  York  City  for  the  years  1918  to  1951.* 

However,  search  of  the  patient’s  premises 
yielded  both  cyanide  and  arsenic  prepara- 
tions. The  wife  later  admitted  administer- 
ing cyanide  to  her  husband  hoping  to  make 
him  just  a “little  bit  sick.”  There  was  no 
information  available  on  the  previous  ill- 
nesses but  the  peculiar  symptoms  and  their 
intermittent-acute  nature  suggest  previous 
poisoning,  perhaps  with  arsenic.  Suspicion 
of  poisoning  was  not  aroused  until  the  final 
illness.  Had  it  been,  a fatal  outcome  might 
have  been  prevented. 

Unfortunately,  cases  of  homicidal  poison- 
ing are  missed,  largely  because  the  physi- 
cian is  not  suspicious  or  is  too  ready  to 
sign  a death  certificate  as  “coronary  throm- 
bosis.” Had  the  wife  not  signed  permission 
for  autopsy  in  this  case  it  is  entirely  pos- 
sible. if  not  probable,  that  an  autopsy  would 
not  have  been  ordered  under  Delaware’s 
present  peculiar  and  inexcusable  medico- 
legal state  of  disorganization  and  that  this 
case  of  homicide  would  have  gone  unde- 
tected. 

A higher  index  of  suspicion  on  the  part 
of  physicians  and  more  autopsies  where  the 
cause  of  death  is  not  known  with  some  de- 
gree of  certainty  will  undoubtedly  reveal 
more  cases  of  criminal  and  homicidal 
poisoning. 

•Gonxalcj.  T.  A..  Vance.  M.,  Hclpcrn.  M , and  Umbcrger. 

C ).  I.egal  Medicine.  Pathology  and  Toxicology.  2nd  edition. 

Applcton-Ccntury-Crolty.  Inc..  New  York.  1954,  p.  804. 
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• A protocol  full  of  “red  herrings"  is  analyzed 
by  surgeons,  internists,  pathologists,  an  ob- 
stetrician-gynecologist and  a pediatrician. 
Which  of  these  made  the  correct  diagnosis? 


Capt.  Stuart  G.  Weisfeldt,  Moderator 


The  following  Clinico-Pathologic  Con- 
ference was  held  at  the  U.S.  Air  Force 
Hospital,  Dover,  Delaware,  September  22, 
1960.  The  conference  was  opened  by  Dr. 
Donald  P.  Elliott  presiding. 

Dr.  Elliott:  An  82  year  old  widow  was 
admitted  because  of  an  abdominal  tumor 
present  for  six  weeks.  Her  present  illness 
was  discovered  after  an  accident  during 
which  she  was  thrown  from  an  automobile 
but  was  not  severely  injured.  She  had  lost 
58  pounds  over  a period  of  four  years.  This 
exceeds  the  usual  weight  loss  encountered 
with  advanced  aging.  The  patient’s  father, 
husband  and  one  child  died  of  tuberculosis. 
She  had  had  Paget’s  disease  for  some  time. 
Physical  examination  revealed  a thin,  eld- 
erly, white  woman.  She  had  a deafness  of 
the  right  ear,  distension  of  neck  veins, 
limited  chest  expansion,  a systolic  heart 
murmur,  an  enlarged  liver  and  a blood  pres- 
sure of  140  60  mm.  Hg.  There  was  a foot- 
ball-size fluctuant  mass  in  the  right  lower 
abdominal  quadrant,  extending  into  the 
thigh  and  causing  swelling  and  cyanosis. 
The  mass  was  apparently  filled  with  dark 
fluid  as  it  was  opaque  to  transillumination. 
On  rectal  examination,  the  mass  was  felt 
in  the  right  adnexa,  possibly  in  the  vicinity 
of  the  ovary,  with  suggestion  of  studding 
of  rectum.  This  would  indicate  a spreading 
growth.  Radiologically,  the  chest  was  nor- 


mal, there  was  Paget’s  disease  of  pelvic- 
bones,  a normal  intravenous  pyelogram, 
and  a normal  barium  enema  except  for 
evidence  of  extrinsic  pressure  on  the  cecum. 
The  patient  apparently  tolerated  her  dis- 
ease fairly  well. 

We  were  faced  with  a frail,  elderly  woman 
with  a number  of  conditions. 

1.  Paget’s  disease  is  not  unexpected  in 
a woman  of  82  years.  Pathologic  fractures 
or  urinary  calculosis  resulting  from  in- 
creased calcaruria  are  common  complica- 
tions. Neither  of  these  were  present.  Oto- 
sclerosis is  another  complication  and  could 
explain  the  patient’s  deafness.  Increased 
blood  flow  to  affected  bones  often  produces 
an  arterio-venous  fistula-type  abnormality 
which  can  predispose  to  congestive  heart 
failure.  One,  then,  could  explain  the  pa- 
tient’s widespread  pulse  pressure,  distension 
of  neck  veins  and  hepatomegaly  on  the 
basis  of  Paget’s  disease. 

2.  Although  white  blood  cells  were  pres- 
ent in  the  urine,  her  urinary  tract  infection 
seems  of  small  importance.  Since  the  liver 
produces  albumin  a reversed  albumin-globu- 
lin ratio  can  be  caused  by  hepatitis,  carci- 
noma of  the  liver,  etc.  Another  cause  of 
hypoalbuminemia  is  prolonged  heavy  loss 
of  albumin  through  the  urinary  tract.  Since 
this  was  not  the  case  it  is  thought  that  the 
patient’s  hypoalbuminemia  resulted  from 
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liver  damage  due  to  chronic  passive  conges- 
tion. Liver  derangement  was  suggested  by 
a serum  albumin  of  2.2  gm.  and  a globulin 
of  4.2  gm.  per  100  ml. 

3.  The  patient  was  anemic.  There  was 
a disproportion  between  the  hemoglobin 
value  of  66  per  cent  and  the  red  cell  count 
of  about  4,000,000  per  cu.  mm.  Hypo- 
chromic anemia  could  be  nutritional,  on 
iron  deficiency  basis,  or  could  be  due  to 
toxic  depression  of  the  bone  marrow  sec- 
ondary to  uremia  or  chronic  infection.  There 
was  leukocytosis  with  a marked  “shift  to 
the  left.” 

4.  The  recent  injury  played  little  part 
in  the  woman’s  illness  although  the  mass  ap- 
parently developed  after  injury.  This  mass 
was  located  in  the  region  of  the  femoral 
triangle.  It  is  possible  that  the  injury 
precipitated  a femoral  hernia  and  that  a 
previously  unrecognized  abdominal  mass 
herniated.  Thick,  foul-smelling  fluid  had 
been  aspirated  from  the  mass. 

5.  The  patient’s  exposure  to  tuberculosis 
is  of  interest.  She  had  a chronic  wasting 
illness  and  had  lost  58  pounds  in  four  years. 
Her  liver  derangement  and  heart  failure 
could  be  secondary  to  amyloidosis  from 
chronic  infection.  Hyperglobulinemia  is 
commonly  found  in  tuberculosis.  Tubercu- 
lous peritonitis  is  a chronic  disease  and  it 
can  present  itself  as  a loculated  abdominal 
mass.  What  an  attractive  possibility  to  ex- 
plain all  of  this  woman’s  illness  on  the 
basis  of  tuberculosis! 

Involvement  Of  Organ  Systems 

She  probably  did  not  have  tuberculosis. 
Several  organ  systems  could  be  involved  in 
the  abdominal  mass.  Her  physician  thought 
first  of  the  urinary  system.  An  intravenous 
pyelogram  was  normal  eliminating  renal 
origin  of  a large  tumor.  On  barium  enema 
the  large  bowel  was  normal  but  for  extrinsic 
pressure  on  the  cecum.  Mucocele  of  the 
appendix  must  be  considered  since  thick 
mucoid  material  was  aspirated  from  the 
mass.  I am  not  aware  of  a mucocele  of 
this  size.  Of  55  pancreatic  cystic  tumors 


studied  at  the  Mayo  Clinic  24  were  pseudo- 
cysts,  20  were  retention  cysts,  7 were  cysta- 
denoma  and  4 were  cystadenocarcinoma. 
The  location  of  our  patient’s  mass  does  not 
support  pancreatic  origin. 

The  ovary  gives  rise  to  many  non-neo- 
plastic and  neoplastic  cysts.  Benign  ovarian 
cysts  are  the  by-product  of  a functioning 
ovary.  They  can  be  excluded  because  of 
the  patient’s  age.  The  same  applies  to 
cystic  endometrioma.  Classification  of 
cystic  ovarian  tumors  is  not  uniform.  Most 
pathologists  agree  that  there  is  no  sharp 
demarcation  between  cystoma  and  cysta- 
denoma  and  that  the  amount  of  cellular 
elements  in  a cystic  growth  is  a matter  of 
degree  rather  than  of  different  types.  The 
serous  cystoma  or  cystadenoma  are  poten- 
tially dangerous  neoplasms.  About  25  per 
cent  become  malignant.  These  tumors  do 
not  ordinarily  attain  a great  size.  Pseu- 
domucinous cystadenoma  would  be  more 
likely  in  our  patient.  They  can  become 
very  large  and  very  heavy.  One  of  the 
items  of  interest  in  the  protocol  is  the  fact 
that  the  aspirated  fluid  from  the  cystic  mass 
had  the  odor  of  hydrogen  sulfide.  I have 
encountered  perirectal,  abdominal  and 
abscesses,  many  of  them  with  foul  and 
putrid  odor  but  none  with  hydrogen  sul- 
fide odor.  In  Best  and  Taylor’s  text  it  is 
stated  that  this  gas  is  liberated  during 
putrefaction  of  sulfur  containing  organic 
compounds. 

Methionine  and  cystine  are  common  in 
our  diet  and  are  distributed  throughout  the 
human  body.  Mucin  contains  muco-sul- 
furic  acid.  We  may  deal  with  an  infected 
mucinous  cystic  tumor.  Only  about  5 per 
cent  of  mucinous  ovarian  tumors  undergo 
malignant  change.  In  view  of  the  rapid 
growth  of  this  mass  and  of  the  evidence 
of  studding  of  the  rectum,  I am  choosing 
the  diagnosis  of  malignant  pseudomucinous 
adenoma  of  the  right  ovary. 

Retroperitoneal  Or  Intraperitoneal 

Dr.  Eisenberg:  Dr.  Elliott’s  analysis  of 
the  origin  of  hydrogen  sulfide  is  quite 
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scholarly.  One  would  have  to  postulate  some 
extension  of  an  ovarian  neoplasm  beneath 
the  inguinal  ligament  in  order  to  explain 
the  presence  of  the  mass  on  the  medial 
aspect  of  the  thigh.  This  would  be  most 
unusual.  The  patient  would  most  likely 
have  both  a femoral  hernia  and  an  ovarian 
tumor.  With  an  ovarian  neoplasm  of  the 
described  size  the  absence  of  ascites  seems 
rather  unusual.  Ascites  is  frequently  the 
presenting  sign  of  ovarian  neoplasm  and 
usually  one  of  the  early  manifestations  of 
its  extension.  It  would  be  helpful  to  know 
whether  or  not  the  mass  was  retroperitoneal. 
Obliteration  of  the  psoas  shadows  and  some 
other  radiologic  examination  would  have 
helped  us  to  determine  the  position  of  the 
mass  relative  to  the  peritoneal  cavity.  If 
it  were  retroperitoneal,  I would  be  inclined 
to  think  of  a cystic  tumor  originating  per- 
haps from  muscle  or  nerve.  If  the  mass 
were  intraperitoneal  I would  have  to  go 
along  with  the  diagnosis  of  an  ovarian 
tumor  with  secondary  infection  and  pos- 
sibly extension  beneath  the  inguinal  liga- 
ment through  a femoral  hernia. 

Ovarian  Neoplasm  Possible 

Dr.  Belkin:  The  diagnosis  is  obscure. 
I am  interested  in  the  comment  that  Paget’s 
disease  causes  a high  cardiac  output  prob- 
lem. This  seems  unusual.  Most  elderly 
patients  with  localized  pelvic  Paget’s  dis- 
ease probably  have  very  few  cardiac  mani- 
festations. The  patient  had  a pulse  rate 
of  84  per  minute;  she  had  no  peripheral 
edema;  she  did  not  have  pulmonary  symp- 
toms although  she  had  neck  vein  distension. 
The  respiratory  rate  was  normal.  I rather 
doubt  that  she  had  congestive  failure  either 
due  to  cardiac  output  or  due  to  other  causes. 
If  she  had  an  intraabdominal  malignant 
neoplasm  this  could  account  for  hepato- 
megaly due  to  metastasis.  Hypoalbumin- 
emia  could  be  due  to  a chronic  disease  or 
due  to  marked  weight  loss  on  the  basis  of 
malnutrition.  I am  impressed  with  the 
hematologic  data  which  we  find  in  many 
protocols,  particularly  in  those  that  are  not 
of  recent  vintage.  In  this  protocol,  the  only 
data  available  are  a meaningless  hemo- 


globin value  of  66  per  cent  and  two  nearly 
normal  red  cell  counts  of  about  4,000,000 
per  cu.  mm.,  each.  We  have  really  no  idea 
whether  the  woman  was  anemic  or  not. 
Certain  consideration  should  be  given  to 
the  family  history.  Her  history  of  weight 
loss  must  extend  over  quite  a period  of 
time.  Tuberculosis  or  syphilis  are  the  only 
two  infections  that  might  create  a chronic 
picture  and  produce  a virtually  symptom- 
less mass.  A “cold  abscess”  should  be  con- 
sidered although  this  is  unlikely  in  view 
of  the  character  of  the  aspirated  material. 
I agree  that  lesions  of  the  gastrointestinal 
and  urinary  tract  can  be  ruled  out  by  the 
nature  of  the  aspirated  fluid  and  by  radio- 
logic  studies.  I have  to  side  with  the  two 
previous  discussors  that  the  mass  is  an 
ovarian  neoplasm.  The  textbooks  tell  me 
that  there  is  a particular  type  of  ovarian 
tumor  with  very  oily,  ordorless  material, 
namely  the  dermoid. 

Dr.  Howie:  In  an  elderly  patient  with 
a right  lower  quadrant  mass  filled  with 
fluid  smelling  of  hydrogen  sulfide  diagnosis 
of  a ruptured  appendix  seems  the  most 
likely  one.  This  woman  had  Paget’s  disease 
of  the  pelvis  and  may  well  have  had  also 
Paget’s  disease  of  the  skull.  Patients  in 
this  age  group  are  often  very  insensitive  to 
the  distress  of  perforation  of  the  appendix, 
especially  since  rupture  may  occur  asymp- 
tomatically. 

Nature  Of  Aspirated  Material 

Dr.  Zipoli:  To  me,  the  most  fascinating 
information  in  the  protocol  is  the  descrip- 
tion of  the  aspirated  material  as  “thick, 
brownish-yellow,  mucoid,  viscid  and  foul 
smelling.”  The  first  thing  I thought  of  was 
a dermoid  which  became  secondarily  in- 
fected. Next,  I thought  of  a large  seba- 
ceous abscess.  Some  sebaceous  cysts  may 
attain  large  size  though  not  quite  the  size 
of  the  mass  described.  If  this  mass  did  not 
arise  from  the  viscera  it  may  have  origin- 
ated from  the  peritoneum,  the  peritoneal 
fat,  the  musculature  or  the  skin  of  the  ab- 
dominal wall.  It  seems  unlikely  that  a 
congenital  anomaly  or  a congenital  rem- 
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nant  would  give  symptoms  this  late  in  life. 
Thus,  we  can  rule  out  a supernumerary 
breast  located  in  the  region  of  the  inguinal 
ligament.  A rhabdomyoma  of  the  abdomi- 
nal wall  would  cause  more  anterior  exten- 
sion. I want  to  mention  a tuberculous 
psoas  abscess  which  drained  into  the  in- 
guinal area.  I have  to  conclude  that  what- 
ever mass  this  woman  had  was  secondarily 
infected.  The  intestinal  contents,  too,  can 
contain  hydrogen  sulfide:  It  is  a common 
experience  that  in  patients  who  have  eaten 
eggs  the  odor  of  hydrogen  sulfide  is  dis- 
cernable  at  1 part  to  50,000.  Thus,  there 
seems  likelihood  of  a perirectal  abscess,  cold 
indeed,  dissecting  anteriorly  toward  the 
inguinal  lymph  nodes. 

Dr.  Stearns:  I am  intrigued  with  the 
problem  of  extension  of  the  abdominal  mass 
below  Poupart’s  ligament.  A mass  in  this 
area  would  very  likely  represent  matted, 
secondarily  infected  lymph  nodes.  In  view 
of  the  reversed  albumin-globulin  ratio  and 
inguinal  adenopathy  one  must  mention 
lymphogranuloma  venereum.  This  pos- 
sibility becomes  very  remote  since  there 
was  no  rectal  stricture  and  because  of  the 
patient’s  age.  Hydronephrosis  in  an  ectopic 
or  bifid  kidney  should  be  ruled  out.  The 
pyelogram  could  well  have  been  normal 
and  she  could  have  had  a huge  hydroneph- 
rotic  mass  in  a non-functioning  organ.  Far 
more  likely,  a lower  quadrant  mass  in  an 
aged  woman  is  some  sort  of  an  appendiceal 
abscess  and  “appendicits”  at  this  age  may 
be  carcinomatous.  I suggest  that  the  pa- 
tient had  a carcinoma  of  the  cecum  that 
perforated  forming  an  abscess;  further, 
that  the  abscess  liquefied  and  created  an 
osmotic  gradient  resulting  in  cyst-like  for- 
mation. I am  using  analogy  with  a sub- 
dural hematoma  where  the  mass  enlarges 
because  of  an  osmotic  gradient. 

Hematoma  To  Be  Considered 

Dr.  Stagg:  A fine  array  of  diagnoses 
has  been  suggested  for  lesions  originating 
within  or  outside  the  abdominal  cavity, 
the  abdominal  wall  and  adjacent  structures. 
They  are  all  good  possibilities.  A few  addi- 


tional conditions  warrant  study:  Endome- 
triosis can  be  connected  directly  or  related 
to  the  ovary  and  may  in  this  location  be- 
come large  and  cystic.  In  its  development 
it  might  conceivably  migrate  along  the 
femoral  area.  We  should  consider  actino- 
mycosis since  15  per  cent  of  it  arises  in  the 
right  lower  quadrant  of  the  abdomen.  This, 
too,  can  migrate  and  form  a mass  below 
the  inguinal  ligament.  In  connection  with 
the  trauma  experienced  some  six  weeks  be- 
fore admission  the  mass  could  be  a hema- 
toma. Such  could  develop  a fluid  content 
and  enlarge.  Retroperitoneal  hematoma  can 
be  rather  large,  even  in  the  first  stage,  and 
by  hygroscopically  collecting  more  fluid 
within  it  and  by  becoming  secondarily  in- 
fected it  could  well  present  as  a fluctuant 
tumor  with  odorous  content.  This  might  be 
essentially  asymptomatic.  On  this  last 
diagnosis  I want  to  place  my  name. 

Misleading  Indications 

Dr.  Pollak:  I have  made  a few  notes 
during  the  discussion.  If  I would  not  have 
known  the  answer  to  the  riddle  I would 
have  mentioned  Meckel’s  diverticulum  or 
diverticulitis  followed  by  localized  and  lo- 
cular peritonitis.  I also  would  have  men- 
tioned actinomycosis  which  after  coecal  or 
appendiceal  rupture  results  in  plastic  peri- 
tonitis with  many  pockets.  The  patient 
had  been  hospitalized  in  1951,  at  a time 
when  hemoglobin  was  still  expressed  as 
per  cent  instead  of  in  grams  and  hemato- 
crit readings  had  not  yet  replaced  erythro- 
cyte counts.  I want  to  criticize  another  de- 
ficiency in  the  laboratory  data  namely  the 
albumin-globulin  ratio.  This  ratio  to  me 
is  a “dead  duck”  and  it  misled  some  of  the 
discussors.  Relative  hypoalbuminemia  and 
hyperglobulinemia  may  accompany  many 
chronic  and  some  acute  diseases.  In  1951 
electrophoretic  study  of  serum  protein  was 
not  within  the  scope  of  a routine  hospital 
laboratory. 

At  operation,  thorough  exploration  re- 
vealed a normal  liver,  gall  bladder,  pan- 
creas, kidneys  and  adrenal  glands.  The 
genitalia  were  normal.  The  entire  diges- 
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tive  tract  was  normal  but  for  the  appendix. 
The  cecum  was  freely  movable.  It  was 
retracted  medially  and  exposed.  The  ap- 
pendix was  lying  on  the  floor  of  the  iliac 
fossa  and  was,  for  the  major  part,  in  retro- 
peritoneal position.  The  appendix  was 
about  one  and  one-half  to  twice  its  normal 
size.  It  was  moderately  indurated.  Its  tip 
lay  on  top  of  a fluctuant  retroperitoneal 
mass  which  was  apparently  contiguous 
with  the  mass  which  had  extended  onto  the 
anterior  abdominal  wall.  At  first,  it  was 
thought  that  this  represented  an  old  rup- 
tured appendix  or  a mucocele  which  had 
extended  retroperitoneally.  The  appendix 
was  removed  in  a retrograde  fashion.  On 
freeing  the  tip  there  was  a perforation  on 
the  posterior  surface  communicating  with 
the  large  cystic  mass.  Mucinous,  foul- 
smelling fluid  oozed  from  the  defect.  About 
3 quarts  of  clear,  yellow,  mucinous  material 
and  a small  amount  of  yellow  pus  was  ex- 
pressed from  the  incised  mass.  Micro- 
scopically, a primary  appendiceal  adeno- 
carcinoma extended  through  the  perfora- 
tion onto  the  serosa. 

The  discussion  was  stimulating.  The 
analysis  (Dr.  Elliott)  made  of  the  protocol 
was  very  thorough.  Is  it  surprising  that 
the  pediatrician  (Dr.  Stearns)  made  the 
diagnosis  in  this  aged  patient?  There  is 
much  similarity  between  the  behavior  of 
the  young  and  the  old.  Aging  starts  at 
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the  cradle;  the  pediatrician  should  take  his 
place  among  gerontologists.  It  is  not  sur- 
prising that  a pathologist  (Dr.  Howie)  men- 
tioned a perforated  appendix.  Many  old, 
and  senile  persons  in  particular,  have  a 
very  high  threshold  for  pain.  Even  myo- 
cardial rupture  is  not  noticed  by  some.  The 
surgeon  (Dr.  Stagg)  who  discussed  the  life 
history  of  hematoma  made  a major  contri- 
bution to  our  discussion.  This  was  indeed 
a combination  of  two  processes:  Carcinoma 
of  the  appendix  ruptured  into  a hematoma. 

I selected  this  case  because  of  the  coin- 
cidence of  trauma  and  neoplasm.  Carci- 
noma was  discovered  incidentally  to  lapa- 
ratomy  for  a mass  which  basically  was  a 
hematoma  resulting  from  trauma.  It  is 
questionable  whether  the  appendix  would 
have  perforated  spontaneously.  One  can- 
not predict  the  outcome  of  the  large  retro- 
peritoneal hematoma  had  appendiceal  per- 
foration into  it  not  occurred.  The  aspirated 
material  was  a mixture  of  mucus,  pus,  old 
blood  and  feces.  No  neoplastic  cells  were 
found  in  the  debris  but  many  organisms  of 
the  intestinal  microflora  were  present.  Some 
of  these  produced  hydrogen  sulfide,  a com- 
mon byproduct  of  bacterial  putrefaction. 
The  mass  was  drained,  antibiotics  were  ap- 
plied locally  and  generally  and  the  patient 
was  discharged  from  the  hospital  ten  days 
after  surgical  operation. 
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STATE  MEDICINE  IN  BRITAIN 
How  it  Came  About 


• This  is  an  eye-witness  story  of  a young 
doctor  who  could  take  no  more  and  came  to 
the  United  States  to  set  up  practice  anew.  He 
is  now  worried;  it  could  happen  here  too. 


In  Britain,  the  state  first  became  inter- 
ested in  medicine  in  1914,  when  the  Prime 
Minister,  Lloyd  George,  initiated  the 
“panel”  system.  This  was  a scheme  to  pro- 
vide medical  care,  etc.  to  all  employed  work- 
ers with  an  income  of  $1250  per  annum  or 
less.  Dependents  were  not  included. 

Here  it  should  be  stated  that  although 
the  dollar  equivalents  mentioned  are  cal- 
culated at  the  current  rate  of  exchange, 
they  do  not  give  a completely  accurate 
picture  because  lower  standards  of  prices 
and  wages  in  Britain  enable  one  to  live  on 
a much  lower  income  than  would  be  pos- 
sible in  the  USA. 

The  Thin  Edge  Of  The  Wedge 

It  didn’t  look  too  bad  at  first.  Each 
employee’s  contribution  was  to  be  but  28 
cents  per  week  to  which  the  employer  would 
add  40  cents,  making  an  annual  payment  of 
$35.36.  The  doctor  would  receive  $2.60 
per  year  for  each  patient  on  his  list  (or 
panel),  and  $32.76  went  to  drugs,  sick  pay 
and  administration  expense.  The  Chancel- 
lor of  the  Exchequer  had  the  power  to  raise 
or  lower  the  payments  to  doctors  so  that 
he  could  more  easily  balance  his  annual 
budget,  and  after  many  downs  and  ups 


Dr.  Leslie,  a native  Scot — University  of  Edinburgh,  ’31;  entered 
general  practice  at  Harrow;  became  associate  in  medicine  Harrow 
Hospital  and  served  three  years  with  the  Royal  Army  Medical 
Corps  in  Africa.  Dr.  Leslie  is  a citizen  of  this  country  established 
in  general  practice  and  is  associate  in  medicine.  Chestnut  Hill 
Hospital. 

tReprinted  from  Philadelphia  Medicine,  March  31,  1961. 


W.  Munro  Leslie,  M.D. 

the  figure,  at  the  beginning  of  the  Second 
World  War,  had  sunk  to  $1.25  per  patient 
per  year.  The  “panel”  patient  was  entitled 
to,  and  had  paid  for,  medical  attention  at 
any  time  from  the  doctor  of  his  choice, 
either  in  the  office  or  at  his  home  when  he 
so  requested.  The  doctor  was  under  con- 
tract to  provide  such  attention,  prescrip- 
tions (in  triplicate),  and  various  certificates 
of  incapacity,  and  to  maintain  for  inspection 
a complete  record  of  each  house  call,  office 
visit,  with  clinical  notes,  diagnosis  and 
treatment.  Forms  were  available,  but  no 
secretarial  help  was  provided. 

Most  practitioners  accepted  the  scheme 
as  part  of  their  contribution  towards 
charity.  The  amount  of  extra  work  can  be 
imagined.  As  might  be  expected,  too,  the 
“panel”  group  included  the  great  number 
of  malcontents  with  which  any  doctor  is 
familiar.  It  was  difficult  to  persuade  some 
that  the  doctor  did  not  receive  all  of  their 
$35.00  yearly  contributions.  Some  adopted 
a belligerent  attitude  that  since  they  had 
paid  richly  for  their  medical  care  they 
should  have  it  at  once.  Nevertheless,  in 
my  practice  these  panel  patients  received 
exactly  the  same  care  as  did  my  private 
patients  (the  medical  profession  is  indeed 
a most  extraordinary  one),  and  both  groups 
attended  the  same  office  at  the  same  times. 

My  own  practice  was  in  a residential 
area  of  an  income  group  above  average, 
and  while  I had  some  delightful  panel  pa- 
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tients,  I still  remember  a request  for  a 
house  call  at  3 a.m.  to  remove  a piece  of 
grit  from  a patient’s  eyelid,  and  going  out 
one  stormy  night  to  investigate  a com- 
plaint of  “severe  headache,”  to  find  a pa- 
tient with  an  abscessed  tooth,  who  had  to 
have  medication  to  enable  him  to  sleep. 
Again  I remember  a request  to  call  round 
after  the  evening  office  hours  because  “I’m 
sorry  I was  out  at  the  store  when  you  called 
this  afternoon.”  The  majority  of  “nui- 
sance” calls  came  from  panel  patients,  and 
all  in  all  the  panel  medical  service  was  not 
one  to  inspire  mutual  confidence  between 
doctor  and  patient.  The  remuneration  was 
ridiculous,  and  I believe  that  the  scheme, 
altruistic  in  its  inception,  contributed 
greatly  toward  the  cheapening  of  medicine 
in  the  public  esteem. 

However  it  certainly  did  provide  the  ma- 
chinery to  care  for  the  indigent  sick.  (It 
also  provided  the  same  benefits  for  the 
daughter  of  the  local  steel  magnate  while 
she  worked  in  her  father’s  office,  until  such 
time  as  she  decided  to  get  married  and 
leave. ) 

Hammering  In  The  Wedge 

During  the  war  the  Conservative  govern- 
ment then  in  power,  suddenly,  without  con- 
sultation with  the  profession,  raised  the  in- 
come limit  for  panel  patients  to  almost 
double,  but  decided  that  medical  remunera- 
tion could  not  be  raised.  At  this  time  half 
the  nation’s  doctors  were  in  the  armed 
forces,  and  the  rest  were  too  preoccupied  to 
protest.  And  so  things  continued  until  the 
Labour  party  assumed  power  after  the  end 
of  the  war. 

The  new  Minister  of  Health  was  not  a 
doctor.  The  late  Aneurin  Bevan  had  been 
a miner  before  he  took  up  politics.  A doc- 
trinaire socialist,  he  had  set  his  heart  on 
nationalising  the  whole  of  medicine,  as  his 
colleagues  were  attempting  to  do  with  the 
railways  and  the  coal  and  transport  indus- 
tries. Propaganda  was  set  in  motion.  It 
was  announced  that  medicine  was  becoming 
too  costly  for  the  average  citizen  (or  should 
I say,  voter).  If  it  were  organised  by  the 


state  it  would  be  free.  Newspapers,  radio, 
television  carried  information  about  the 
proposed  free  medical  service,  free  hospital- 
isation, new  medical  clinics  to  be  built  in 
every  area  with  modern  equipment  for  doc- 
tors to  work  in,  free.  Even  newspapers  of 
the  stature  of  The  Times  referred  to  “free” 
medical  care  for  all.  The  propaganda  was 
successful. 

Negotiations  were  opened  with  the 
British  Medical  Association  to  arrange  for 
the  government  to  take  over  the  whole  of 
the  nation’s  medical  services.  The  “terms 
of  service”  were  propounded.  The  country 
was  to  be  divided  into  areas,  district,  etc., 
and  the  bureaus  necessary  for  their  organ- 
isation were  to  be  provided.  No  doctor 
would  be  directed  anywhere,  but  of  course 
no  doctor  would  be  allowed  to  practice  in 
any  area  where  the  bureau  decided  doctors 
were  not  required.  Doctors  would  have  a 
free  choice  to  settle  in  any  of  the  areas 
decided  upon  by  the  government.  Once 
settled,  they  would  not  be  allowed  to  move 
without  the  permission  of  the  committees 
controlling  the  area  in  question.  As  the 
doctor’s  office  and  also  his  house  formed 
part  of  his  “goodwill,”  it  now  became  il- 
legal for  him  to  sell  even  his  home  without 
previous  permission  from  the  local  govern- 
ment committee. 

In  order  to  clarify  this  and  subsequent 
decrees  it  will  be  necessary  to  digress 
briefly  to  explain  that  the  population  of 
Britain  has  been  almost  stationery  for 
generations  and  that  most  Britons,  having 
chosen  a family  doctor,  would  stick  loyally 
with  him  during  their  lifetime,  and  that  of 
their  children  and — he  with  them.  This 
made  it  difficult  for  a young  doctor  to  open 
a new  office  successfully.  Therefore  all 
young  doctors  became  associated  with 
senior  men,  and  finally  bought  a share  in 
the  intangible  “goodwill’  of  the  practice. 
The  young  man  bought  his  practice,  and 
sold  it  when  he  retired,  borrowing  the 
money  when  necessary,  as  he  did  for  his 
house.  The  price  varied  with  the  desira- 
bility of  the  location,  so  doctors  were  there- 
fore fairly  evenly  divided  among  the  popu- 
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lace.  Having  bought  a practice,  the  doc- 
tor was  constrained  to  give  of  his  best  in 
order  to  retain  it,  a fact  greatly  to  the  ad- 
vantage of  the  patient. 

During  the  negotiations  with  the  minis- 
ter, the  population  was  worked  up  into  a 
state  of  indignation  by  the  popular  press, 
about  being  “bought  and  sold,”  and  as 
the  doctor’s  office  and  house  form  part  of 
his  goodwill,  it  is  now  illegal  in  Britain  for 
a doctor  to  sell  his  home  without  previous 
permission  from  a local  government  com- 
mittee! 

Further,  any  doctor  who  should  dis- 
please the  Minister  of  Health  may  be  sum- 
marily dismissed  from  the  service.  His  sole 
appeal  is  to  the  Minister  of  Health,  appeal 
to  the  courts  of  law  being  prohibited  by 
the  “terms  of  service.”  (Anyone  who  thinks 
that  I am  making  this  up  can  confirm  it 
very  easily  by  consulting  the  British  Medi- 
cal Journal  of  January  1948.) 

In  1948  the  British  Medical  Association 
held  a plebescite  of  its  members,  and  by 
a majority  of  nine  to  one  refused  to  take 
part  in  this  scheme.  The  Minister  after 
further  consultations  issued  a paper  making 
some  minor  concessions,  none  of  which  re- 
ferred to  the  points  just  mentioned,  but 
toward  the  end  of  his  paper  there  appeared 
somewhat  nonchalantly  the  following  para- 
graph : 

“Doctors  taking  part  in  the  new  scheme 
will  not  be  able  to  sell  their  practices  but 
those  whose  names  are  on  a medical  list  by 
the  5th  July,  1948,  will  be  entitled  to  com- 
pensation.” The  paper  was  dated  April, 
1948. 

Most  practitioners,  who  had  invested  a 
considerable  sum  in  their  practices,  got  the 
message,  and  here  I should  like  to  pay  trib- 
ute to  those  of  them  who  voted  against  the 
scheme  in  the  second  plebescite,  in  spite 
of  this  statement. 

The  BMA  hurriedly  aranged  another 
plebescite,  and  this  time  two  out  of  three 
doctors  voted  against  the  scheme.  The 


BMA  , however,  advised  the  minister  that 
the  profession  would  take  part  in  it,  stat- 
ing: 

“Although  there  is  an  overall  majority 
against  accepting  the  service,  the  majority 
does  not  include  approximately  13,000  gen- 
eral practitioners,  the  majority  the  BMA 
required  if  it  was  to  continue  to  advise 
the  profession  not  to  enter  the  service.” — 
BMJ.  May  8th,  1948. 

The  Wedge  Driven  Home 

It  was  then  that  I decided  to  leave  the 
country,  and  to  begin  my  medical  practice 
anew  in  the  United  States.  Four  of  my 
immediate  colleagues  did  so  too. 

The  rest  of  the  story  is  probably  better 
known.  Remuneration  was  (later)  ar- 
ranged at  $3.00  per  patient  per  annum, 
with  a maximum  allowance  of  4,000  pa- 
tients. It  then  turned  out  that  the  aver- 
age doctor  in  the  country  was  2,000,  so 
doctors  who  had  4,000  on  their  lists  were 
ordered  to  drop  500  of  them.  Some  doc- 
tors who  practiced  in  prosperous  farming 
country  had  difficulty,  in  their  scattered 
terrain,  in  getting  enough  to  keep  their 
children  at  school,  but  others  who  lived 
near  high  rise  apartments,  filled  their  lists 
immediately  without  leaving  the  block.  No 
clinics  appeared,  and  it  seemed  that  the 
doctor  would  have  to  provide  his  own  office 
“free.”  No  new  hospitals  have  been  built 
at  all.  The  cost  of  prescriptions  rose  ten- 
fold— literally — and  the  government  had  to 
make  a flat  charge  of  20  cents  for  each 
item  on  a prescription,  and  now  this  charge 
has  been  suplemented  by  a rise  in  the  sub- 
scription rate  all  round. 

The  cost  of  living  has  risen  since  1948, 
but  the  scheme  “simply  could  not  afford” 
to  raise  the  remuneration  of  the  practicing 
physician,  although  the  original  agree- 
ment contained  a clause  to  that  effect. 

It  was  little  publicised,  but  the  BMA 
after  fruitless  negotiations,  finally  went  to  a 
conference  armed  with  written  resignations 
from  the  scheme  of  the  majority  of  British 
doctors  and  thus  secured  the  promise  of 


160 


May,  1961 


State  Medicine  in  Britain — Leslie 


a hearing  by  an  investigating  committee. 
After  two  years  of  investigating,  this  com- 
mittee voted  the  doctors  an  increase  in  re- 
muneration based  upon  the  cost  of  living 
(which  was  the  original  agreement).  They 
omitted,  however,  to  make  it  retroactive! 

Who  Pays  For  Al!  These  “Free”  Services? 

With  all  this,  the  individual’s  contribu- 
tions pay  for  approximately  one  quarter  of 
the  cost  of  the  medical  scheme.  The  re- 
maining three  quarters  have  to  come  from 
the  general  inland  revenue.  Income  tax  in 
Britain  begins  at  40%  in  the  lowest  backet 
(and  this  in  addition  to  each  person’s  an- 
nual contribution  or  subscription  to  the 
Health  Service  which  is  now  $52.00). 

During  a brief  return  to  Britain  in  1959 
I revisited  some  of  my  previous  patients, 
and  most  of  them  appeared  contented  with 
their  lot.  One  good  lady  had  developed 
multiple  sclerosis,  and  was  comfortably  es- 
tablished in  a nursing  home  for  the  rest 


of  her  life.  She  had  regular  medical  at- 
tention, and  “no  worries.”  One  business 
man  had  developed  a hematemesis  from 
tuberculosis,  was  attended  by  his  doctor 
regularly,  and  by  a consultant  who  called 
several  times  at  his  home.  The  disease  is 
now  arrested,  and  the  man  is  back  in  busi- 
ness. “All  this,”  he  said  “I  got  for  free.” 

I replied,  “Harry,  apart  from  your  income 
tax  you  have  paid  $2.00  a week  for  the 
past  eleven  years,  and  you  will  continue 
to  pay  this  as  long  as  you  are  able  to  work. 
You  never  paid  me  anything  like  $1100, 
when  I used  to  look  after  you.”  He  smiled. 
“You  never  miss  it  when  it’s  taken  out  of 
your  pay  packet.”  he  replied.  “I  like  it 
this  way.”  As  I left,  he  pressed  a pinch 
bottle  of  Haig  and  Haig  into  my  hand. 
“Maybe  I owe  you  this,”  he  said  . . . 

Can  anything  be  learned  from  this  some- 
what sketchy  history  of  the  Health  Scheme 
in  Britain?  I think  something  can,  and 
should. 


9Z  ew  ^ITlemberd 

George  L.  Henderson,  M.D.,  New  York  Medical  College, 
’55,  is  a New  Englander.  For  two  years  prior  to  coming 
to  Wilmington,  he  was  stationed  at  Camp  Dix,  serving 
as  chief  anesthetist.  Dr.  Henderson  likes  to  play  golf 
and  romp  with  his  three  childen — two  boys  and  a girl. 
Specialty:  Anesthesiology.  Office:  1314  Lakewood 

Drive,  Northwood  3. 


Charles  K.  Bush,  Jr.,  M.D.,  a Kentuckian,  is  a graduate 
of  Louisville  Medical  School  ’29.  Formerly  chief  in- 
spector of  the  American  Phychiatric  Association’s  Cen- 
tral Inspection  Board,  Dr.  Bush  came  to  Wilmington 
to  take  the  post  of  assistant  superintendent  of 
Delaware’s  mental  health  program.  Dr.  Bush  has  four 
children;  three  away  at  school  and  a young  son  at  home. 
He  is  a philatelist  and  collects  match  covers  as  a hobby. 
Office:  Delaware  State  Hospital,  Farnhurst. 
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HEALTH  FOR  OLDER  PEOPLE 

In  order  to  maintain  a functioning  efficiency  of  the  older  body  and  mind, 
the  physician  searches  for  the  cause,  and  in  turn,  the  prevention  of  disease 
prone  to  afflict  our  senior  citizens.  Many  disorders  once  thought  to  be  part 
of  the  aging  process  (atherosclerosis  is  an  example)  are  now  considered  to 
be  metabolic  diseases  susceptible  to  prevention  or  amelioration.  Much 
knowledge  of  nutrition  remains  to  be  applied  to  the  prevention  of  nutritional 
disorders  in  the  older  person. 

Some  of  the  biological  aspects  of  aging  are  loss  of  elasticity  in  connec- 
tive tissue,  loss  of  cellular  elements  in  the  nervous  system,  impairing  pul- 
monary function,  decreased  oxygen  utilization,  altered  hormone  production 
and  reduced  muscular  strength.  In  treating  the  “whole  patient,”  the  phy- 
sician must  also  deal  with  stubborn  sociological  and  psychological  factors 
which  affect  health.  Care  for  the  patient  is  fundamental  to  care  of  the 
patient. 

Certain  aids  to  health  maintenance  are  frequently  ignored  or  postponed 
through  procrastination  by  our  people.  For  example,  clinical  dental  research 
has  shown  that  loss  of  teeth  after  age  40  years  is  commonly  due  to  periodon- 
tal disease,  rather  than  to  disease  of  the  teeth  themselves.  Through  prompt 
attention  to  and  continuing  control  of  disease  of  the  supporting  tissues,  the 
teeth  remain  firmly  in  place  for  a longer  time. 

Physical  insults  to  the  skin,  such  as  excessive  exposure  to  sunlight  and 
other  forms  of  radiant  energy,  speed  up  degenerative  changes  leading  to 
atrophy,  pruritis  and  dermal  cancer.  “Sun  worship”  can  be  overdone. 

Early  treatment  of  glaucoma  and  surgical  removal  of  cataracts  are 
steps  in  the  preservation  of  vision.  More  older  people  suffer  from  defective 
hearing  than  from  heart  disease,  paralysis,  joint  diseases,  tuberculosis  or 
cancer.  If  life  is  long  enough,  everyone  develops  a progressive  loss  of  hear- 
ing, designated  as  presbyacusia. 

Looking  at  the  other  end  of  the  body,  it  is  reported  that  podiatrists  find 
disorders  of  the  feet  in  the  majority  of  older  patients. 

In  these  and  in  many  other  areas,  there  remains  a need  for  study  if  we 
are  to  serve  our  older  patients  properly.  Currently  there  are  about  16 
million  people  in  the  United  States  over  65  years  of  age.  Projections  for 
1980  indicate  that  the  number  will  reach  about  24  million. 
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THE  DOVER  MEDICAL  RESEARCH  CENTER 

The  Dover  Medical  Research  Center  was 
incorporated  under  the  laws  of  Delaware 
on  January  27,  1959.  It  is  a non-profit, 
tax  exempt  organization  formed  for  the 
purpose  of  furthering  medical  research. 
While  the  research  at  present  is  basic  in 
nature,  the  possibility  of  expansion  to  in- 
clude clinical  staff  and  facilities  has  been 
considered. 

The  board  of  directors  includes  some  of 
the  most  prominent  citizens  of  the  state. 
The  scientific  staff  is  headed  by  Dr.  O.  J. 
Poliak.  Specialists  in  various  fields  of 
medical  research  (chemistry,  atheroscler- 
osis, and  tissue  cultures)  have  joined  the 
staff;  these  scientists  have  come  from  Ar- 
gentina, Japan,  and  National  Cancer  In- 
stitute. 

Research  grants  for  research  in  cardio- 
vascular disease  have  been  received  from 
the  National  Heart  Institute,  the  Delaware 
Heart  Association,  the  Eli  Lilly  Company, 
and  the  Research  Committee  of  the  Tobacco 
Industry. 

The  twelve  papers  published  to  date  by 
this  group  may  be  divided  into  the  follow- 
ing four  fields:  nutrition  and  atheroscler- 
osis, pathologic-anatomic  studies,  biochem- 
ical studies,  and  cytologic  studies. 

Our  best  wishes  to  this  group. 

ABOUT  THAT  LICENSE  INCREASE 

A news  item  in  a Wilmington  paper 
notes  that  professional  people  in  Delaware 
are  due  to  have  their  state  license  fees 
more  than  doubled.  The  proposed  legisla- 
tion is  described  as  an  attempt  to  modernize 
Delaware’s  outmoded  system  of  fees. 

There  are  people  who  consider  any  sys- 
tem to  be  outmoded  if  they  can  visualize 
another  that  yields  more  money.  The 
stated  reason  for  this  raise  is  to  “plow 
most  of  the  money  back  to  the  state  regu- 
latory boards  for  tighter  enforcement  of 
the  law.” 


The  question  that  interests  us  is  why  the 
professions  should  support  the  state  regu- 
latory boards.  As  we  understand  it,  the 
people,  acting  through  the  legislature,  es- 
tablished these  boards  to  protect  themselves 
against  unqualified  practitioners.  Certainly 
this  power  resides  with  the  people,  and 
equally  certainly  they  benefit  from  its 
exercise.  To  ask  small  groups  of  profes- 
sionals to  pay  their  expenses  makes  no  more 
sense  than  to  ask  physicians  to  provide  a 
budget  for  the  Board  of  Health  or  lawyers 
to  pay  for  the  operation  of  the  courts. 

But  if  the  professionals  are  to  carry  this 
much  of  the  people’s  burden,  and  if  we 
concede,  as  we  do,  that  we  would  rather 
support  the  boards  than  see  them  vanish, 
we  do  not  understand  why  our  license  fees 
should  be  several  times  the  cost  of  regu- 
lation. The  state’s  graduated  income  tax, 
particularly  with  its  $600  limitation  on 
federal  income  tax,  is  an  entirely  adequate 
mechanism  for  making  the  professional, 
as  a citizen,  bear  his  share  of  the  cost  of 
government. 

WHAT’S  YOUR  HOBBY? 

More  times  than  we  can  remember  we 
have  asked  the  members  to  let  us  know 
about  their  hobbies.  We  know  that  we 
have  artists,  musicians,  cabinet  makers, 
and  others  in  our  ranks  but  we’d  like  to 
know  the  entire  picture  so  that  we  could 
pass  it  on. 

The  recent  Doctor’s  Hobbies  Exhibition 
of  the  British  Medical  Association  brought 
forth  almost  1500  exhibitors — from  a real 
licensed  aeroplane  made  by  one  member 
and  a racing  car  made  by  another  to  num- 
erous displays  of  collections,  arts,  and 
crafts. 

It  was  a commented  that  it  might  be 
good  for  the  profession  if  each  member 
had  to  give  evidence  each  year  of  having 
some  hobby. 

Think  it  over — it’s  not  too  late. 
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Out  of  34,000  antibiotic  cultures  from  soil  samples  screened  in  one 
year,  by  Parke  Davis  research  scientists,  only  600  contained  anti- 
biotics sufficiently  different  and  potent  to  justify  further  work; 
further  study  reduced  this  number  to  200  for  laboratory  tests  and 
30  of  these  were  experimentally  manufactured.  Only  six  anti- 
biotic products  reached  final  clinical  investigation  and  these  will 
take  two  to  four  years,  if  successful,  to  put  on  the  market. 

Jefferson  Medical  College  — proud  of  having  educated  more  phy- 
sicians than  any  other  medical  school  in  the  nation  — is  launching  a 
comprehensive  $40,000,000  development  program.  Top  priority  will 
go  to  the  Basic  Science  Building  because  of  the  need  to  expand 
research  in  pre-clinical  departments.  A government  survey  has 
warned  medical  colleges  that  they  must  be  graduating  50%  more 
physicians  by  1975  in  order  to  maintain  the  present  physician-pa- 
tient ratio. 

The  modern  miracle  drugs  may  be  linked  with  the  recent  rise  of 
atherosclerosis  among  young  adults.  Otto  Saphir,  M.D.  of  Michael 
Reese  Medical  Center,  Chicago,  told  a meeting  of  the  Federation 
of  American  Societies  for  Experimental  Biology  that  in  an  experi- 
ment with  50  hypersensitive  rabbits  injected  repeatedly  with  sulpha- 
thiozole,  the  healed  arteries  could  be  described  as  atherosclerotic 
after  the  animals  had  been  taken  off  the  drugs. 

The  Delaware  National  Guard  is  looking  for  young  doctors  — no 
military  experience  necessary.  Major  General  Joseph  J.  Scanned, 
Delaware’s  Adjutant,  said  there  are  14  vacancies.  Doctors  who 
qualify  will  be  appointed  as  reserve  first  lieutenants  and  will  not  bo 
called  to  active  duty  unless  their  entire  unit  is  called  out.  The  Air 
Force  has  also  announced  that  it  has  called  on  Selective  Service  to 
draft  250  young  doctors. 

A $10,000  research  grant  was  made  by  the  Easter  Seal  Research 
Foundation  of  the  National  Society  for  Crippled  Children  and 
Adults,  Inc.,  to  Arthur  J.  Heather,  M.D.,  to  develop  a special  pres- 
sure relief  mattress  to  prevent  bed-sores  on  paralysed  patients.  An 
additional  $10,000  has  been  allocated  by  the  Society  to  be  awarded 
if  needed.  Dr.  Heather  had  proposed  a specially  constructed  ad- 
justable mattress  to  vary  the  pressure  exerted  on  patients’  tissues. 

Michael  Elyan,  M.D.,  of  Dublin,  Ireland,  will  head  a new  research 
division  at  the  Hospital  for  the  Mentally  Retarded  at  Stockley.  Dr. 
Elyan,  a Fellow  of  the  Royal  Irish  Academy  of  Medicine,  is  deeply 
interested  in  the  multiply  handicapped  and  retarded  child. 
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A new  four-story  hospital  wing  will  be  the  second  major  phase  of  the 
Beebe  Hospital  expansion  program.  Plans  for  the  new  addition 
provide  for  a modern  maternity  department  consisting  of  several 
private  rooms,  labor  and  delivery  suite,  nursery  and  formula  room; 
there  will  also  be  needed  space  for  an  enlarged  emergency  depart- 
ment, laboratories,  cafeteria,  dining  hall  and  service  facilities. 

Kent  General  Hospital,  Dover,  is  starting  a building  program  which 
will  include  a three-floor  wing  on  the  western  side  of  the  plant  for 
laboratories;  a new  physiotherapy  department;  new  nurseries;  more 
bedrooms;  a one  floor  addition  on  the  north  side  for  a larger  kitchen 
and  an  expanded  x-ray  department  and  air-conditioning  throughout. 
Funds  appropriated  through  the  Hill-Burton  Act  will  help  finance 
the  program  for  both  hospitals. 


Is  the  Outing  on  June  18th  at  the  Lewes  farm  of  Otis  Smith  on  your 
calendar?  Remember,  the  fun  starts  at  2:00  P.M.  and  lasts  till 
dusk.  This  is  a highlight  of  the  75th  Annual  Convention  of  the 
Pharmaceutical  Society.  They  will  be  hosts  for  Delaware  physicians. 


. . . Lemuel  C.  McGee,  M.D.,  was  guest  speaker  for  the  kick-off 
luncheon  held  by  the  American  Cancer  Society  in  Georgetown  . . . 
Robert  W.  Frelick,  M.D.,  spoke  to  the  Kent  County  Unit  of  the 
American  Cancer  Society  on  Cancer  Research  and  the  Importance 
of  Educating  the  Public  . . . Ulo  Ware,  M.D.,  was  inducted  by  James 
Beebe,  Jr.,  M.D.,  as  a member  of  the  Lewes  Rotary  Club  . . . Otakar 

J.  Poliak,  M.D.,  made  the  introductory  remarks  at  the  First  Cardio- 
vascular Tissue  Culture  Conference  sponsored  by  the  Dover  Medical 
Research  Center  . . . Drs.  William  D.  Johnson,  Claymont;  James  B. 
McClements,  Dover;  Albert  Dworkin  and  John  M.  Levinson,  Wil- 
mington, were  inducted  into  the  American  College  of  Obstetricians 
and  Gynecologists  at  its  meeting  in  Chicago,  April  20-28;  Richard 
C.  Hayden,  M.D.  and  William  T.  Gallaher,  M.D.,  both  of  Wilming- 
ton, are  chairman  and  vice-chairman,  respectively,  of  District  3,  the 
Delaware  Section,  for  the  College  . . . Drs.  Floyd  I.  Hudson,  Charles 

K.  Bush  and  George  S.  Campana  were  forum  speakers  on  the  subject 
“ Know  Your  Government ” sponsored  by  the  Committee  of  39;  Dr. 
Hudson  discussed  the  operations  of  the  State  Board  of  Health;  Dr. 
Bush  spoke  on  mental  health  and  Dr.  Campana  on  communicable 
diseases  . . . William  O.  LaMotte,  Jr.,  M.D.,  addressed  the  Wilming- 
ton Chapter  of  the  National  Federation  of  Jewish  Women  in  April 
and  took  part  in  a panel:  subject,  “Financing  Medical  Care  for  the 
Aged ” . . . James  Aikens,  M.D.,  was  in  charge  of  an  exhibit  on 
Anesthesiology  which  was  displayed  in  the  window  of  Strawbridge 
& Clothier,  Wilmington,  the  week  of  May  8.  This  was  sponsored 
by  the  State  Society  as  a part  of  National  Hospital  Week  . . . Drs. 
M.  B.  Pennington,  R.  W.  Comegys,  J.  J.  Davolos,  M.  E.  Conrad,  and 
G.  W.  Martin  attended  the  meeting  of  the  American  Academy  of 
General  Practice  in  Miami  Beach  last  month  . . . Hal  W.  Geyer, 
M.D.  has  accepted  the  post  of  Senior  Psychiatrist  at  the  Delaware 
State  Hospital  ... 
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HEALTH  CAREERS 

Predicting  the  future  is  a hazard  that 
even  the  bravest  approach  with  caution. 
Nevertheless,  such  was  the  nature  of  the 
assignment  given  to  the  National  League 
for  Nursing — to  forecast  changing  needs  in 
nursing  service  and  nursing  education  based 
upon  examination  of  social  and  health 
trends  in  the  forseeable  future. 

Nursing  schools  are  already  short  of 
trained  teachers.  In  addition  to  teachers 
for  basic  nursing  students,  teachers  are 
needed  for  practical  nursing  schools — to 
teach  teachers,  administrators,  and  super- 
visors of  nursing  service — for  inservice  edu- 
cation in  nursing. 

“Leadership  in  Community  Health,”  was 
a theme  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  several  years 
ago,  and  is,  in  our  estimation,  a permanent 
theme  because  it  offers  a natural  role  that 
we,  as  wives  of  physicians  are  equipped  to 
fulfill.  In  addition  to  the  obligation  at- 
tendant upon  leadership  there  is  the  rich 
reward  of  real  accomplishment  and  the 
deep  satisfaction  of  being  active  in  one’s 
own  community.  As  Auxiliary  members, 
we  have  our  active  committees  for  the 
American  Medical  Education  Foundation, 
Mental  Health,  Stockley  Hospiptal,  Flor- 
ence Crittenton  Home,  etc.,  and  our  good 
medical  teamwork  through  paramedical  re- 
cruitment. 

Our  committee  on  Health  Careers  Re- 
cruitment has  three  functions. 

1.  To  work  in  co-operation  with  interested  and 
allied  professions  in  the  recruitment  of 
student  nurses  and  paramedical  technicians. 

2.  To  safeguard  the  standards  of  the  profes- 
sions by  interpretation,  education  and 
and  guidance  in  the  recruitment  program. 

3.  To  encourage  service  organizations  to  es- 
tablish student  grants-in-aid  scholarships. 

We  feel  confident  that  we  have  carried 
out  our  three  main  functions.  At  the  pres- 
ent time,  we  have  students  in  all  of  the 
nursing  schools  in  the  state  and  in  two 


schools  of  medical  technology.  We  have 
presented  each  high  school  in  the  state 
with  all  available  information  on  our  re- 
cruitment program  and  the  programs  of 
other  service  organizations  for  whom  we 
offer  our  services  in  screening  and  selecting 
recipients  of  their  awards.  Further  infor- 
mation has  been  presented  to  each  high 
school  guidance  counselor  in  an  article 
especially  written  at  the  request  of  the 
Department  of  Education  in  Dover,  for 
publication  in  the  Guidance  Counselor 
Guide  Book.  Similar  information  is  made 
available  to  all  prospective  nursing  and 
technology  students  in  catalogues  of  all  the 
Nurses’  Training  Schools.  This  past  year 
we  helped  establish  a grant-in-aid  program 
for  the  Lions  Club  of  Milford.  This  is  in 
addition  to  the  long  standing  assistance  to 
the  Wilmington  Rotary  Club  and  the 
Zeta  Chapter  of  the  Beta  Sigma  Phi  Soror- 
ity. We  answered  thirty-nine  applicants, 
screened  and  selected  candidates  for  all 
available  awards  and  offered  information 
on  other  available  scholarships,  grants  and 
loans  to  those  applicants  for  whom  we 
could  not  provide  a grant. 

In  the  field  of  nursing,  it  would  seem 
that  with  70,000  nurses  entering  nurses’ 
training  each  year,  in  three  years  we  would 
be  graduating  210,000.  Unfortunately  this 
is  not  so  for  approximately  35%  of  all 
classes  drop  out.  To  lower  this  all  too  high 
mortality  rate  we  must  forge  ahead  with 
another  endeavour  in  our  recruitment  pro- 
gram, “The  Future  Nurse  Club.”  In  this 
way,  young  people  may  learn  early  whether 
or  not  their  interest  in  nursing  is  deeply 
enough  rooted  before  they  take  a place  in 
a school  of  nursing  which  cannot  be  filled 
at  a later  date.  We  are  especially  proud 
of  our  members  in  Kent  and  Sussex 
Counties  who  are  responsible  for  sponsor- 
ing and  guiding  many  of  these  future  nurse 
clubs. 

Kathleen  E.  Aikens,  Chairman , 

Health  Careers , Recruitment  Committee 
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WILMINGTON  GENERAL  HOSPITAL  ISSUE 

■New  Product  Announcement 

a significant 
achievement  in 
corticosteroid  research 

HAtPRONE 


TM 


(paramethasone  acetate,  Lilly) 


• predictable  anti-inflammatory  effect 

• low  incidence  of  untoward  reactions 


Available  in 
bottles  of 
30,  100, 
and  500 


Tablets  Haldrone,  1 mg.,  Yellow 
(scored) 


Tablets  Haldrone,  2 mg.,  Orange 
(scored) 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


140051 


With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.1 2 To  implement  this  goal, 
many  clinicians  rely  on  Dilantin  for  outstanding 
control  of  grand  mal  and  psychomotor  attacks. 
“In  most  cases  Dilantin  is  the  drug  of  choice.... 
Toxic  symptoms  are  uncommon  and  when  they  do 
appear  they  are  usually  readily  controlled;  the  drug 
is  inexpensive,  and  widely  available.”* 1 2 3  Dilantin 
Sodium  (diphenylhydantoin  sodium,  Parke-Davis) 
is  available  in  several  forms,  including  Kapseals, 
0.03  Gm.  and  0.1  Gm.,  bottles  of  100  and  1,000. 


other  members  of  the  PARKE-DAVIS 
FAMILY  OF  ANTICONVULSANTS 


DILANTIN 


SODIUM  KAPSEALS® 


for  grand  mal  and  psycho-  HELPS  KEEP  HIM 

motor  seizures:  Phelantin® 

Kapseals  (Dilantin  100  mg., 
phenobarbital  30  mg.,  des- 
oxyephedrine  hydrochloride  2.5  mg.),  bottles  of  1 00. 
for  the  petit  mal  triad:  Milontin®  Kapseals  (phen- 

suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000;  Suspension,  250  mg.  per  4 cc.,  16-ounce 
bottles  * Celontin®  Kapseals  (methsuximide, 
Parke-Davis)  0.3  Gm.,  bottles  of  100.  Zarontin® 
Capsules  (ethosuximide,  Parke-Davis)  0.25  Gm., 
bottles  of  100.  See  medical  brochure  for  details 
of  administration  and  dosage. 


PARKE-DAVIS 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Crawley,  J.  W.:  M.  Clin.  North  America  42:317,  1958. 


PARKE,  DA  VIS  4 COMPANY.  Detroit  J7.  Michigan 
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MULTIPLE  VESICO-COLIC  FISTULAE 
DUE  TO  DIVERTICULITIS 
Multi-Stage  Surgical  Cure 


• Vesico-colic  fistula  is  a most  distressing  lesion. 

The  discharge  of  feces  and  gas  per  urethra  and  of 
urine  per  rectum  produce  profound  psychological  ef- 
fects. These  are  superimposed  on  the  disability  caused 
by  the  etiologic  disease  process  and  by  the  presence 
of  the  fistula  itself, 

Harold  S.  Rafal,  M.D. 


The  description  of  the  first  case  of 
vesico-intestinal  fistula  has  been  ascribed 
to  Praxagoras  in  the  second  century.  In 
1858,  Jones  reported  a fistula  secondary 
to  diverticulitis  proven  at  autopsy.  About 
the  same  time  colostomy  was  used  for 
treatment  . Sir  Harrison  Cripps’  mono- 
graph in  1885  was  a classic  and  recognized 
inflammation  as  a causative  factor  in  fis- 
tula formation.  Since  then  the  volume  of 
literature  on  the  subject  has  constantly 
grown. 

Etiology 

An  excellent  summary  of  etiologic  fac- 
tors from  collected  cases  was  given  by 
Ferrier.  Their  valuable  reports  are  those 
of  Sutton,3  Cripps,1  and  Higgins.4  Ferrier’s 
summary  is  as  follows: 


Dr.  Rafal,  F.A.C.S.,  a diplomate  of  the  American  Board  of 
Surgery,  is  attending  chief  of  surgery.  Memorial  and  Wilmington 
General  Hospitals  and  assistant  in  surgery,  St.  Francis  Hospital, 
Wilmington. 


1.  Congenital 

2.  Traumatic 

1.  Foreign  Body 

2.  Surgery 

3.  Labor 

3.  Inflammatory: 

1.  Diverticulitis  of  bowel 

2.  Appendicitis 

3.  Ulcerative  colitis,  amoebic 

4.  Tuberculosis  of  bowel  or  peritoneum 

5.  Pelvic  inflammatory  disease 

6.  Abscess  of  prostate  or  Cowper’s 
gland 

7.  Diverticulitis  of  bladder,  with  or 
without  stone 

8.  Lesions  due  to  actinomycosis 

9.  Lesions  due  to  typhoid 

10.  Lesions  due  to  syphilis 

4.  Malignant 
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With  modern  advances  in  medicine,  the 
overwhelming  majority  of  vesico-colic  fis- 
tulae  are  caused  by  diverticulitis  of  the 
colon  or  malignancy  of  the  bladder  or 
colon. 

Incidence 

The  true  incidence  of  fistula  formation 
is  somewhat  difficult  to  ascertain  since  the 
larger  series  come  from  larger  clinics.  Such 
series  prove  to  be  “loaded”  with  more 
complicated  cases.  For  example,  Mayo 
and  Blunt5  reported  202  cases  of  proven 
diverticulitis  with  46  patients  having  fis- 
tulae  between  sigmoid  and  bladder  (22.8 
per  cent). 

Most  series  report  an  incidence  of  5-10% 
in  patients  at  operation.  An  estimated  in- 
cidence of  approximately  2%  of  all  pa- 
tients with  diverticulitis  were  reported  as 
having  fistulae  by  Welch,  Allen  and  Don- 
aldson,6 in  a series  reported  from  the  Mass- 
achusetts General  Hospital. 

The  incidence  of  fistula  by  age  generally 
parallels  that  of  diverticulitis,  being  most 
frequently  encountered  between  the  ages 
of  50-70.  Most  authors  agree  that  the 
incidence  of  fistula  is  greater  in  males  than 
females  in  a ratio  (5-1)  greater  than  the 
incidence  of  diverticulitis  in  the  two 
sexes,  5,  7,  8.  The  mechanical  barrier  of 
the  uterus,  interposed  between  sigmoid  and 
bladder,  probably  accounts  for  this  dif- 
ference. 

Symptomatology 

The  symptoms  of  colo-vesical  fistula 
are  referable  to  the  two  organ  systems 
involved.  Many  patients  first  present  them- 
selves with  symptoms  of  “cystitis.”  Oc- 
casionally, patients  have  no  symptoms 
referable  to  the  bladder. 

Pneumaturia  and  fecaluria  are  patho- 
gnomonic of  a fistula  between  the  two 
organs.  Pneumaturia  is  a reliable  finding 
though  not  an  absolute  one.  It  may 
result  from  previous  introduction  of  air 
via  catheter  or  cystoscope.  Especially  in 
diabetics,  gas  forming  organisms  can  infect 
the  urinary  tract. 


Pain  is  frequent,  occasionally  genital 
or  perineal,  but  usually  supra-pubic. 
Hematuria  is  common,  more  so  than  the 
passage  of  urine  from  the  rectum. 

The  symptoms  of  diverticulitis  preceding 
those  of  the  fistula  can  usually  be  elicited. 

Diagnosis 

Cystoscopy  is  the  most  reliable  method, 
though  visualization  of  the  fistulous  ori- 
fice is  frequently  impossible.  More  fre- 
quently, inflammation  and  edema  is  seen 
in  the  fundus,  often  on  the  left  side.  It 
may  mimic  malignancy  at  cystoscopy,  and 
even  biopsy  is  often  suspicious  of  low  grade 
bladder  cancer. 

Cystograms  may  help  to  demonstrate 
the  fistula.  Barium  enema  x-ray  study 
has  been  reported  “as  being  un-reliable  in 
outlining  the  tract.  They  showed  a fistula 
in  only  one  of  17  cases  reported  by  Barnes 
and  Hill,  but  are  important  in  establishing 
the  basic  diagnosis  of  diverticulitis.”9  Dye 
studies  are  occasionally  helpful. 

Treatment 

Definitive  treatment  is  always  surgical. 
If  relatively  uncomplicated,  excision  of  the 
fistula  and  resection  of  the  area  of  diver- 
ticulitis with  demure  of  the  bladder  defect 
and  restoration  of  colon  continuity,  in  one 
stage,  is  the  procedure  of  choice.  How- 
ever, each  case  must  be  individualized  and 
and  one  or  more  operative  procedures  used 
as  dictated  by  the  specific  case  at  hand. 

In  the  case  report  which  follows,  the 
patient  had  two  fistulae.  The  larger  fis- 
tula was  between  the  fundus  of  the  bladder 
and  the  recto-sigmoid.  The  second  fistula, 
at  first  occult  and  possibly  non-functioning, 
was  between  the  distal  rectum  and  the 
base  of  the  bladder. 

A three  stage  operation  was  required 
to  effect  cure. 

First  operation:  Trans-abdominal;  exci- 
sion of  fistula,  closure 
of  bladder  defect,  di- 
verting closotomy,  clo- 
sure of  rectal  stump. 
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Second  operation:  Trans-sacral  excision 

of  lower  fistula,  clo- 
sure of  defect  of 
bladder  and  of  rec- 
tum. 

Third  operation:  Restoration  of  colon 

continuity  by  low  an- 
terior anastomosis. 

Case  Report 

A white  man,  age  68,  married,  was  ad- 
mitted to  the  Wilmington  General  Hos- 
pital on  2-10-60  with  the  chief  complaint 
of  passage  of  gas  and  feces  per  urethra  and 
passage  of  urine  per  rectum.  These  sym- 
ptoms had  been  present  for  about  two 
years,  and  were  preceded  by  hematuria. 

At  that  time,  cystoscopy  had  revealed 
a tumor  of  the  urinary  bladder  which  had 
been  diagnosed  microscopically  as  a papil- 
lary carcinoma  of  bladder,  Grade  # 1.  His 
symptoms  continued  for  two  years  and 
again  he  presented  himself  for  treatment. 

Pasl  History 

The  past  history  revealed  that  he  had 
been  treated,  in  Jan.  1958,  for  a fracture 
of  the  second  cervical  vertebrae  without 
sequelae  or  complications.  At  that  time, 
it  was  revealed  that  the  patient  was  dia- 
betic. 

He  gave  a vague  history  of  having  been 
operated  several  years  previously  by  the 
rectal  route,  for  “pockets  of  the  colon” 
which  had  caused  severe  constipation  for 
years.  He  also  knew  that  he  had  gall 
stones.  In  addition,  the  patient  gave  the 
history  of  having  had  a “heart  attack”  13 
years  previously  for  which  he  had  been 
hospitalized  and  for  which  he  had  since 
been  taking  “heart  pills.” 

Physical  examination  revealed  a well 
developed  and  well  nourished  elderly  man 
in  no  acute  distress,  with  no  abnormal 
findings  except  as  follows: 

Rectal  examination  revealed  induration 
of  the  anterior  wall  of  the  rectum  just 
above  the  superior  border  of  the  prostate. 
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Subsequent,  sigmoidoscopy  examination 
revealed  an  area  of  inflammation  corres- 
ponding in  location  to  that  described  on 
rectal  examination.  The  microscopic  re- 
port on  tissue  removed  as  biopsy  material 
from  this  area  revealed,  “acute  and  chronic 
inflammation  of  rectal  mucosa,  and  ad- 
joining fistulous  tract.” 

Cystoscopic  examination  revealed  a 
“vesico  rectal  fistula  located  behind  right 
ureteral  orifice.  Large,  benign  non-ob- 
structing prostate.”  A cystogram  was  per- 
formed but  failed  to  reveal  any  definitive 
extravasation  of  dye  outside  the  bladder. 

However,  the  barium  enema  revealed 
that  “at  a point  which  corresponds  to  the 
distal  sigmoid,  just  above  the  recto-sig- 
moid junction,  barium  was  seen  to  extra- 
vasate  outside  of  the  colon  and  passed 
through  a fistulous  tract  into  the  bladder. 
There  are  multiple  diverticulae  seen 
throughout  the  entire  sigmoid  colon  and 
as  the  colon  was  filled  more  barium  was 
seen  to  enter  the  bladder  by  way  of  the 
previously  mentioned  fistulous  tract.  We 
are  unable  to  see  any  definite  evidence  of 
a carcinoma  of  the  colon  in  the  area  where 
the  fistulous  tract  arises  but  it  is  con- 
ceivable with  the  multiple  diverticulae 
that  the  fistulous  tract  could  be  either 
caused  by  a perforated  diverticulum  or  the 
carcinoma  of  the  bladder  which  has  per- 
forated the  bladder  wall  and  formed  this 
fustulous  tract  to  the  sigmoid. 

“The  remainder  of  the  colon  was  grossly 
normal,  although  there  was  a considerable 
amount  of  fecal  material  and  fluid  retained. 
The  calcified  gall  stone  in  the  right  upper 
quadrant  is  again  visualized.” 

An  intravenous  pyelogram  did  not  con- 
tribute any  diagnostic  data  nor  did  it  vis- 
ualize the  fistula. 

The  note  written  by  the  surgical  con- 
sultant stated,  “Despite  history  of  pre- 
viously proven  papillary  cancer  of  bladder 
two  years  ago,  there  is  a long  standing 
history  of  colon  symptoms  preceding  that. 
I believe,  therefore,  that  the  origin  of  the 
fistula  is  more  likely  to  be  diverticulitis 
than  malignancy,  especially  since  cysto- 
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scopic  revealed  no  present  tumor  in  the 
bladder.” 

“Recommendation:  Bowel  preparation 
and  exploration.  Whether  or  not  disease 
process  can  be  managed  in  one  or  multiple- 
stage  procedures  will  depend  on  operative 
findings.” 

Medical  consultation  was  requested  and 
patient  considered  to  be  capable  of  with- 
standing the  proposed  surgery. 

Laboratory  Data 

Urinalysis  normal  except:  WBC  18-20/ 
H.P.F.  RBC  0-2/H.P.F.;  CBC  and  ser- 
ology normal;  feasting  blood  sugar  110 
mgms.%;  feasting  sugar  159%  mg.;  VDRL 
— non-reactive. 

After  all  data  were  reviewed,  it  was  de- 
cided prior  to  operation,  that  the  area  of 
the  rectum  which  showed  inflammatory 
reaction  could  not  be  caused  by  the  fistula 
itself  since  this  had  been  clearly  demon- 
strated to  be  in  the  distal  sigmoid  colon. 

The  patient  was  prepared  with  neomy- 
cin, purgatives,  and  high  colonic  irriga- 
tions. A Cantor  tube  was  passed  pre- 
opera tively. 

On  2-25-60  a cystoscopy  was  performed 
and  catheters  inserted  into  the  ureters  and 
a Foley  catheter  passed  through  the  fis- 
tulous tract  and  inflated. 

After  entering  the  peritoneal  cavity,  the 
following  pertinent  findings  were  noted: 

Findings 

A large  calculus,  measuring  about  3 
cms.  in  diameter,  was  present  in  the  gall 
bladder.  No  enlarged  para-aortic  nodes 
were  found.  The  catheters  were  palpable 
as  they  traversed  the  ureters  and  the  fis- 
tulous tract.  There  was  extensive  diver- 
ticulitis of  the  sigmoid  colon  and  recto- 
sigmoid, with  dense  adhesion  formation, 
induration  and  fibrosis.  Two  inches  above 
the  level  of  the  peritoneal  reflection  of  the 
cul-de-sac  there  was  a fistulous  tract  pres- 
ent between  the  rectosigmoid  and  the  pos- 
terior aspect  of  the  bladder.  After  mobili- 
zation and  excision  of  the  fistulous  tract, 
the  cul-de-sac  was  exposed  for  investiga- 


tion. A fecalith  was  found  impacted  di- 
rectly at  the  point  of  the  peritoneal  reflec- 
tion in  the  cul-de-sac,  lying  in  the  mid 
line.  When  the  fecalith  was  removed  it 
exposed  the  upper  end  of  a sinus  tract 
which,  beginning  at  the  cul-de-sac  termin- 
ated in  the  rectum,  just  above  the  upper 
border  of  the  prostate.  This  was  demon- 
strated by  passing  a probe  without  diffi- 
culty through  the  tract.  This  tract  was 
distinct  and  separate  from  the  fistula 
lying  within  the  peritoneal  cavity.  There- 
fore, it  was  established  that  there  were 
two  separate  and  distinct  tracts.  After 
resection  of  the  intra-peritoneal  fistula 
between  the  rectosigmoid  and  intra-peri- 
toneal bladder,  indigo-carmine  dye  was 
injected  into  the  bladder,  under  pressure, 
through  a sepra-pubic  cystotomy. 

The  post-operative  course  was  benign. 
His  diabetic  status  was  readily  managed 
with  regular  insulin..  The  patient  toler- 
ated a full  diabetic  diet  on  the  fifth  post- 
operative day,  after  which  his  diabetic 
status  was  controlled  by  Orinase.  The 
patient  was  discharged  on  the  twenty-first 
post-operative  day,  with  the  supra-pubic 
cystotomy  sinus  closed,  voiding  easily  per 
urethra.  His  incision  healed  without  evi- 
dence of  infection  or  herniation. 

The  patient  was  followed  as  an  out  pa- 
tient. On  3-25-60  he  described  a slight 
amount  of  urinary  soiling  through  his 
supra-pubic  tract  and  on  occasion  dis- 
charge of  mucus  per  rectum. 

On  4-25-60,  the  patient  was  delighted 
about  his  feces-free  urinary  stream.  How- 
ever, he  described  a discharge  of  “cloudy 
water”  from  his  rectum  during  urination. 
Though  he  would  sit  to  empty  his  bladder, 
he  was  certain  that  this  discharge  was 
from  the  rectum.  Occasionally,  on  arising 
in  the  morning,  he  would  note  that  his  bed 
was  wet.  On  examination,  there  was  “still 
induration  about  the  anterior  rectal  wall.” 
The  office  note  stated,  “His  symptoms  are 
highly  suspicious  of  a new  or  old  fistula 
orifice  between  bladder  and  defuctionalized 
colon  which,  in  some  way,  may  have  been 
overlooked  at  the  initial  procedure.” 
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Another  Fistula  Visualized 

Accordingly,  the  patient  was  re-admitted 
on  5-2-60.  The  following  day,  during  cys- 
toscopy, another  fistula  was  visualized  and 
a catheter  was  passed  through  the  rectal 
orifice  into  the  bladder.  The  ‘'fistula  was 
visualized  on  the  floor  of  the  bladder  be- 
hind trigone.  Communicates  with  rectum 
obliquely  to  just  behind  the  prostate.” 

The  low  lying  location  of  this  fistulous 
tract  promised  to  make  repair  through  the 
abdominal  route  exceedingly  difficult,  if 
not  impossible.  Repair  of  the  first  fistula, 
which  was  more  accessible  in  location,  had 
been  attended  with  considerable  technical 
difficulty. 

It  was  decided,  therefore,  to  attack  this 
fistula  through  the  trans-sacral  route. 

On  May  5,  1960,  this  was  accomplished 
with  remarkable  ease.  Excision  of  the 
fistula  and  repair  of  the  bladder  and  rec- 
tum was  rendered  simple  by  the  exposure 
afforded  by  the  trans-sacral  exposure. 

The  surgical  pathology  report  was  “rec- 
tal fistula.” 

Post-Operative  Course  Satisfactory 

The  patient’s  post-operative  course  again 
was  entirely  satisfactory  and  he  was  dis- 
charged from  the  hospital  on  the  seventh 
post-operative  day  with  his  incision  ap- 
parently healing.  An  interesting  side-event 
occurred.  The  Cantor  tube  formed  a knot 
spontaneously  within  the  intestine  and  it 
had  to  be  removed. 

The  patient  was  discharged  with  an  in- 
dwelling Foley  catheter  in  place.  On  the 
eighteenth  post-operative  day,  while  at 
home,  his  catheter  became  “plugged”  and 
he  removed  it.  Following  this  he  voided 
clear  urine  per  urethra  without  difficulty. 
He  noted  no  discharge  of  urine  from  the 
rectum.  His  only  complaint  was  of  “sore- 
ness” about  the  posterior  incision  where 
a small  area  of  granulation  tissue  was  pres- 
ent. The  digital  examination  revealed  no 
abnormalities  of  the  rectum.  The  colos- 
tomy was  functioning  well  with  irrigations. 

On  7-11-60,  he  was  seen  during  an  office 


visit.  At  that  time  he  complained  of  pain 
having  a sciatic  nerve  distribution  in  the 
left  lower  extremity,  somewhat  relieved  by 
local  heat  to  the  buttock  area.  He  stated 
that  this  symptom  began  after  his  trans- 
sacral  operation.  He  had  no  urinary  com- 
plaints. 

On  7-19-60,  the  patient  was  re-admitted 
to  the  hospital  for  closure  of  his  colostomy. 
He  was  prepared  with  neomycin  and  castor 
oil  and  irrigations  of  colostomy  and  rectal 
stump.  His  diabetes  was  under  good  con- 
trol and  routine  laboratory  studies  were 
within  normal  limits. 

Third  Operation 

On  7-21-60,  the  third  operation  was  car- 
ried out.  The  colostomy  was  mobilized 
from  the  anterior  abdominal  wall  and  a 
segment  excised  to  afford  normal  colonic 
tissue  for  the  anastomosis.  The  distal 
rectal  stump  was  located  in  the  hollow  of 
the  sacrum,  mobilized,  opened  and  re- 
freshed. An  end-to-end  low  anterior  anas- 
tomosis was  performed  with  considerable 
difficulty. 

Again  the  patient  made  an  excellent 
peritoneal  recovery.  However,  the  post- 
operative course  was  marred  by  an  infected 
hematoma  of  his  incision  and  a carbuncle 
on  the  posterior  aspect  of  his  neck  which 
required  cruciate  incision. 

He  was  discharged  on  8-1-60  with  his 
incision  healing  by  secondary  intention, 
having  normal  stools  per  rectum  and  pass- 
ing clear  urine  per  urethra  without  diffi- 
culty. 

The  patient  was  examined  in  the  office 
on  8-29-60.  At  this  time  he  gave  the  his- 
tory of  having  fever  up  to  103°  in  the 
afternoon.  He  had  one  episode  of  diarrhea 
following  a “dose  of  salts,”  Recurrent 
pain  in  the  left  leg  along  the  sciatic  dis- 
tribution accompanied  by  limping  was  also 
present.  Treatment  by  his  personal  phy- 
sician, resulted  in  an  improvement  in 
symptoms.  He  had  an  incisional  hernia 
of  the  crossing  vertical  and  transverse  in- 
cisions noted  at  this  time.  There  was 
pinkish  serum  on  the  examining  finger 
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indicative  of  bloody  material  in  the  rectum 
though  there  was  no  evidence  of  indura- 
tion.. There  was  no  costo-vertebral  angle 
tenderness  and  his  urine  was  clear. 

The  next  office  visit  occurred  one  month 
later.  Four  days  previously,  a heavy  pur- 
ulent discharge  had  taken  place  from  the 
sacral  area.  After  this  the  pain  in  his  left 
leg  virtually  disappeared.  Rectal  and 
bladder  function  were  entirely  satisfactory 
to  the  patient.  Pus  was  expressible  from 
the  sinus  tract  in  the  sacro-perineal  area. 
No  mass  was  palpable  in  the  cul-de-sac  on 
rectal  examination.  Because  of  the  pos- 
sibility of  osteomyelitis  of  the  sacrum, 
x-rays  were  ordered.  This  was  reported 
as  follows:  “Examination  of  the  sacrum  in 
the  AP  and  lateral  projections  shows  evi- 
dence of  surgical  removal  of  the  coccyx. 
The  architecture  of  the  sacrum  is  within 
normal  limits  on  this  study  and  there  is 
no  definite  destructive  lesion  present.” 

On  10-24-60,  the  patient  had  two  sinuses 
draining  a small  amount  of  pus  posteriorly 
and  mild  discomfort  caused  by  protrusion 
of  a large  ventral  hernia.  Medication  was 
prescribed  for  marked  constipation. 

Comment 

Vesico-colic  fistula  caused  by  perforative 
diverticulitis  is  not  rare.  However,  in- 
stances of  multiple  fistulae  are  rare.  Also, 
fistulization  between  the  extra-peritoneal 
rectum  and  the  bladder  is  exceedingly  un- 
common. The  presence  of  a combination 
of  both  these  rarities  makes  the  case  herein 
reported  most  unusual. 

The  author  has  personally  reviewed 
more  than  270  detailed  case  reports  in  18 
articles  in  the  English  language  literature. 
In  these  he  found  no  case  of  multiple  fis- 
tulae and  no  case  of  fistula  between  the 
bladder  and  the  extra-peritoneal  rectum 
due  to  diverticulitis. 

Fistulae  reported  in  this  low  lying  posi- 
tion were  almost  all  due  to  trauma,  usually 
surgical. 

It  is  highly  probable  that  a more  thor- 
ough review  of  the  literature  would  reveal 
one  or  more  similar  cases.  Among  the 


articles  examined  were  several  reviews  of 
the  literature.  However,  the  rarity  of  such 
a lesion  may  be  more  apparent  than  real. 
A clue  may  be  present  in  the  statement 
made  by  Barnes  and  Hill10  in  their  report 
of  31  cases  of  intestino-colic  fistula.  “Of 
the  9 patients  in  this  series  in  who  one 
stage  repair  was  performed,  4 either  suf- 
fered a recurrence  or  presented  a second 
fistulous  tract  which  had  not  been  recog- 
nized at  the  time  of  operation.” 

Attention  is  drawn  to  the  fact  that  in 
the  case  herein  reported  an  identical  state- 
ment would  have  been  applicable  after  the 
first  operation  had  it  been  a one-stage 
procedure. 

Rare  Surgical  Correction 

The  surgical  correction  via  the  trans- 
sacral  route,  as  employed  in  this  case,  was 
rarely  employed.11 

In  the  opinion  of  the  author,  adequate 
surgical  correction  of  a fistula  between  the 
rectum  at  the  level  of  the  prostate  and 
the  bladder  at  the  level  of  the  inter-ure- 
teric ridge  would  be  virtually  impossible 
by  the  trans-abdominal  route.  It  would 
seem  that  the  only  latitude  of  choice  rests 
between  the  perineal  and  trans-sacral  ap- 
proaches. The  ease  of  exposure  and  man- 
euver made  possible  by  the  trans-sacral 
approach  in  this  case  leads  the  author  to 
endorse  its  employment. 

At  the  time  of  the  first  procedure,  when 
the  larger,  more  cephalad  fistula  was 
closed,  the  surgeon  undoubtedly  failed  to 
detect  the  presence  of  the  second,  more 
caudal  fistula.  The  suspicion  that  a sec- 
ond fistula  might  be  present  was  enter- 
tained and  efforts  were  made  to  detect  it. 
These  efforts  consisted  of  the  injection  of 
indigo  carmine  dye  solution  into  the  blad- 
der via  a supra-pubic  tube  after  closure  of 
the  larger,  more  obvious  fistula  had  been 
accomplished.  At  this  point  in  the  pro- 
cedure, the  distal  transected  rectum  was 
open  to  inspection  and  the  opening  of  the 
fistulous  tract  at  the  cul-de-sac  which  en- 
tered the  rectum  above  the  prostate,  was 
also  in  view.  No  dye  was  seen  at  any 
point  in  the  operative  field. 
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Though  the  sequence  of  operations  em- 
ployed was  correct,  this  was,  perhaps, 
fortuitous,  and  ascribable  more  to  good 
fortune  than  wise  management. 

After  intensive  review  of  the  surgical 
findings  and  follow-up  notes,  the  follow- 
ing reconstruction  of  events  is  offered. 

There  were  two  fistulae.  One  was  large, 
and  functioning,  between  the  posterior  as- 
pect of  the  fundus  of  the  bladder  and  the 
recto-sigmoid.  The  second,  probably  non- 
functioning  at  the  time  of  the  first  opera- 
tion was  between  the  lower  rectum  and 
the  base  of  the  bladder  just  above  the  inter- 
ureteric  ridge.  It  is  hypothesized  that  the 
latter  was  non-functioning  because  a feca- 
lith  was  impacted  in  it,  this  fecalith  being 
the  one  found  at  the  bottom  of  the  cu-de- 
sac  at  the  time  of  the  first  operation,  the 
removal  of  which  revealed  a tract  leading 
down  to  the  lower  rectum.  It  was  decided 
that  this  tract  was  “peritoneo-rectal  sinus,” 
a decision  based  on  the  process  of  elimin- 
ation, or  more  candidly,  on  desperation 
caused  by  lack  of  any  better  explanation. 
Actually,  the  surgical  team  had  never  en- 
countered, nor  could  they  conceive  of,  a 
fistula  between  rectum  and  peritoneal 
cavity  which  would  not  result  in  abscess 
formation.  Nevertheless,  it  was  the  pres- 
ence of  this  fistula  which  led  the  surgeon 
to  avoid  restoration  of  intestinal  contin- 
uity, a decision  which  subsequent  events 
proved  correct,  albeit  not  attained  through 
wisdom. 

Following  the  first  operation,  the  ap- 
pearance of  urine  through  the  rectal  stump 
occurred  rather  late,  and  appeared  to  in- 
crease in  volume  after  removal  of  the 
supra-pubic  tube  and  Foley  catheter.  This 
is  as  would  be  expected,  since  the  pressure 
within  the  undrained  bladder  would  in- 
crease and  force  more  urine  through  the  fis- 
tula tract.  The  following  sequence  of  events 
is  offered  as  an  hypothesis:  (1)  The  sec- 
ond fistulous  tract  was  originally  occluded 
by  a fecalith.  This  tract  was  unknowingly 
entered  through  only  one  wall  of  the  tract 
at  the  time  of  the  first  operation.  (3)  The 
fecalith  was  removed,  through  this  lateral 


hiatus  in  the  fistulous  tract.  (4)  Once  the 
fecalith  was  removed,  the  fistulous  tract 
was  re-established.  (5)  The  fistula  did  not 
immediately  conduct  urine  because  of  blad- 
der decompression,  thus  allowing  sealing 
off  of  the  lateral  hiatus  and  of  the  cul-de- 
sac  and  thus  preventing  peritoneal  leakage 
of  urine.  (6)  When  bladder  decompression 
was  discontinued,  urinary  leakage  into  the 
defunctionalized  rectal  stump  became  pro- 
gressively more  apparent. 

Sumary 

1.  A report  is  submitted  of  a rare  case  of 
multiple  vesico-colic  fistulae  due  to  di- 
verticulitis. 

2.  The  literature  is  reviewed  and  the  rarity 
of  this  type  of  lesion  is  documented. 

3.  The  sequence  of  surgical  maneuver  em- 
ployed to  correct  this  condition  is  de- 
scribed. 

4.  An  hypothesis  is  offered  in  an  effort  to 
explain  the  failure  to  demonstrate,  at 
the  first  operation,  the  presence  of  more 
than  one  fistula. 

5.  The  employment  of  the  trans-sacral  ap- 
proach to  correct  low-lying  vesico  rectal 
fistula,  such  as  herein  described,  is  en- 
dorsed. 

6.  In  any  case  in  which  one  fistula  has  been 
demonstrated,  every  effort  should  be 
made,  before  and  during  operation,  to 
reveal  the  presence  of  another  fistula. 
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THE  INFLAMED  EYE 
Diagnosis  and  Treatment 


William  H.  Kratka  M.D. 


A red  eye  may  result  from  local  or  sys- 
temic conditions.  Some  may  be  serious 
and  result  in  loss  of  vision  if  not  diagnosed 
promptly  and  treated  properly  (defini- 
tively). 

Acute  catharrhal  conjunctivitis  (the 
commonest  form)  is  a benign  and  self- 
limiting  infection;  however,  this  is  not  the 
only  cause  — as  will  be  discussed  later. 
Failure  of  response  to  routine  therapy  in- 
dicates complications  and  a need  of  further 
studies. 

Signposts 

The  following  findings  suggest  serious 
diseases : 

1.  Vision — markedly  reduced  acuity. 

2.  Pain — severe  (iritis,  glaucoma) 

3.  Opacities — intraocular  deposits  and  cor- 

neal infiltrations 

4.  Pupillary  irregularity 

5.  Limbal  redness 

6.  Elevated  pressure — difference  in  tactile 

resistance  (or  tonometric) 

7.  History — Familial  glaucoma  or  contact 

bacterial  infection 

8.  Therapeutic  response — (failure  of  ade- 

quate response  to  3 to  4 days 
therapy — bacterial  or  allergic 

Types  Of  Conjunctivitis 

Generally,  conjunctivitis  is  the  result  of 
bacterial,  viral,  allergic,  or  of  a mixed 
indeterminate  etiology. 

Bacterial  conjunctivitis  is  usually  indi- 
cated by  a muco-purulent  discharge,  plus 
involvement  of  the  hair  follicles  and  glands 
of  the  lid  margins.  Superficial  hyperemia 


Dr.  Kratka,  University  of  Penn.  Graduate  School  of  Medicine, 
was  resident  at  Will’s  Eye  Hospital,  Philadelphia  and  is  chief 
of  ophthalmology  to  the  Wilmington  General,  Delaware  and  St. 
Francis  Hospitals. 


• The  inflamed  eye  may  indicate  a mild  local 
condition,  or  a serious  ocular  or  systemic  dis- 
order. Early  therapy  and  proper  laboratory 
studies,  based  on  an  evaluated  study  of  the 
patient,  can  save  both  time  and  expense  and 
avoid  permanent  ocular  damage. 


is  more  marked  in  the  cul-de-sac  than  at 
the  limbus. 

Allergic  conjunctivitis  frequently  has  a 
bluish-gray  “milky”  appearance,  plus  the 
presence  of  “cobblestone”  flattened  papilla 
in  the  cul-de-sacs  and  tarsal  conjunctiva. 
There  is  frequent  lid  margin  involvement 
plus  pruritus. 

Indeterminate  or  mixed  conjunctivitis 
results  usually  from  a secondary  infection 
superimposed  on  an  allergic  process  (or 
vice  versa). 

Indicator  Of  Many  Diseases 

Serious  systemic  disease  may  first  ap- 
pear in  the  conjunctiva,  for  example: 

Lues,  tuberculosis,  leptotrichosis,  lymph- 
opathia  venereum,  tularemia,  gonococcal  or 
diphtheritic  infection,  thyrotropic  disor- 
ders, and  trichinosis. 

Serious  ocular  disease  may  also  need 
to  be  differentiated  from  the  red  eye  of 
conjunctivitis — for  example:  acute  iritis, 
acute  glaucoma,  scleritis,  and  keratitis. 
Mis-diagnosis  and  delay  in  proper  treat- 
ment may  cost  the  patient  his  vision. 

Even  minor  trauma  may  produce  serious 
ocular  damage.  For  example:  traumatic 
iritis,  cataract,  intra-ocular  hemorrhage, 
secondary  glaucoma,  retinal  detachment, 
or  macular  damage. 

Treatment 

Treatment  of  infectious  types  of  con- 
junctivitis, susceptible  to  antibacterials,  is 
best  performed  topically.  This  prevents 
the  sensitization  of  the  patient  and  the 
development  of  drug-fast  bacteria. 

Allergic  conjunctivitis  is  best  treated 
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KERATO  CONJUNCTIVITIS  — DIAGNOSIS  AND  TREATMENT 


Patient 

Diagnosis 

Treatment 

Smear  and 

Result 

Culture 

1. 

Priest,  57 

Dendritic  ulcer 

Cautery 

Negative 

Cleared 

1/26/60 

plus 

Antibiotics 

for 

7 months 

Fuch’s  Dystrophy 

Vitamins 

bacteria 

Cortisone 

Etiology 

(Aggravation) 

Virus 

2. 

Male,  35 

Kerato-conjunctivitis 

Hospitalization 

Staph  albus 

Cleared 

7/27/60 

plus  uveitis  - Referred  Typhoid  Rx. 

coag.  neg. 

in 

prev.  6 mos.  (treated  Cortisone  & 

Sens,  to 

4 weeks  on 

topically  only) 

Declomycin 

Tetra  & Pen. 

specific  therapy 

3. 

Male,  31 

Kerato-conjunctivitis  Terracortril  & 

Staple  albus 

Cleared 

12/5/60 

secondary  to  acid 

Penicillin 

coag.  neg. 

Sens,  to 
Tetra.  & Pen. 

1 wk.  later 

4. 

Male,  23 

K-C  plus 

Aristocort 

Staph  Alb. 

Improved 

4/27/60 

iritis 

Declomycin 

coag.  neg. 

20  days 

1 wk.  duration 

Piromin-therapy 

Sens,  to 

topical  Rx. 

Chloromy.  & Pen. 

5. 

Male,  57 

K-C  plus 

Chloromycitin 

Staph,  alb. 

Cleared 

9/17/60 

recurrent  dermatitis  Hydrocortisone 

Coag.  neg. 

7 weeks 

(rag  and  grasses) 

Terramycin 

Sens,  to 
Pen.  & Tetra. 

6. 

Male,  30 

Corneal  ulcer  & F.B. 

Antibiotic 

Neg.  dust 

Cleared 

7/25/59 

Allergic  follicles 

Antihistamine 

Poss.  grasses 

3 weeks 

7. 

Male,  36 

Punctate  K-C 

Achro  in  oil 

Lab.  Neg. 

Cleared 

slow  plus 

9 days 

Terracortril 

8. 

Male,  18 

Punctate  K-C 

Ophthocort.-poor  Staph.  Alb. 

Cleared 

achro.  in  oil 

Coag.  Neg. 

10  days  from 

(cleared) 

Resist.  Pen. 
& Tetra 

specific  therapy 

9. 

Female,  62 

AC-  Conj. 

neg.  to  NeomedralStaph.  alb. 

10  days 

& Gantrisin 

coag.  neg. 

clearance 

Terracortril 

Sens,  to 

after  specific 

(cleared) 

Penn.  & Tetra. 

therapy 

10. 

Male,  24 

Vernal  type  Conj. 

Hydrocortisone 

Neg. 

Clear 

12/28/60 

and 

1 week 

Antihistamine 

11. 

Male,  25 

K-C  plus  allergic 

Neodeltef 

Neg. 

Cleared 

conj.  Sens,  to 

-worse  (allergic) 

3 Y2  months 

grass  and  dust 

Multiple  anti- 
biotics, cortisone 
antihistamine 

12. 

Male,  39 

K-C  plus  allergic 

Antihistamine 

Staph.  Alb. 

Cleared 

Blepharo-conj. 
Welder’s  flash 

Cortisone 

Coag.  Neg. 

6 weeks 

Antibiotics 

Coliform  B. 

allergic  history 

Sens,  to 

Neomycin, 
tetra,  stript. 

13. 

Female,  29 

K-J 

Gantrisin,  (N.G.) Staph  Alb. 

5 days 

Tetracyn- 

Coag.  Neg. 

Cleared 

Cleared 

Sens.  Tetra. 
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DIFFERENTIAL  DIAGNOSIS  AND  MANAGEMENT  OF  THE  RED  EYE 


Acute 

Bacterial 

Conjuncti- 

vitis 

Iritis 

Under 

Mydriatic 

Therapy 

Acute 

Glaucoma 

Hypopyon 

Corneal 

Ulcer 

Epi- 

scleritis 

and 

scleritis 

Only 

superficial 

vessels 

affected 

Yes 

Superficial  & 
deep  vessels 
involved 

Yes 

Yes 

Yes 

Sector 

or 

Diffuse 

Pupil 

Not 

affected 

Small 

Large 

Shallow 

Anterior 

Chamber 

Small  if 

secondary 

iritis 

Increased 

Pressure 

— 

May  have 
secondary 
glaucoma 

Marked 

Opacity 

Cornea  not 
involved 

Iris  and 
anterior 
chamber 
may  be  hazy 

Steamy 

cornea 

Corneal 

opacity 

fluorescein 

staining 

May  encroach 
on  cornea 

Ocular 

discharge 

Yes 

— 

— 

Yes 

— 

Decreased 

vision 

No 

Yes 

Yes 

(rainbows) 

Yes 

Severe 

pain 





Yes 

(vomiting) 

Yes 



History 

Contagious 

Often 

recurrent 

Often 

hereditary 

Often 

trauma 

Often 

arthritis 

Therapy 

Anti- 

bacterials, 

Sulamyd 

Atropine, 

“Meti” 

steriods 

Pilocarpine, 
Diamox 
surgery  ( ? ) 

Anti- 

bacterials, 

Sulamyd 

Systemic  & 
topical 
“Meti” 
steroids 

Prognosis 

Self- 

limited 

3-5  days 

May  be  exrtemely  serious 
without  proper  treatment 

Self- 
limited 
2-4  weeks 

by  anti-inflammatory  drugs,  for  example — 
the  “meti”  steroids,  antihistamines,  adren- 
alin, or  astringent  solutions.  Cold  com- 
presses may  be  helpful. 

Serious  ocular  diseases  require  prompt 
diagnosis  and  both  topical  and  systemic 
therapy.  Bacterial  and  cellular  staining 
plus  proper  laboratory  cultures  and  studies 
are  a necessity  to  insure  proper  definitive 
therapy. 

Proper  antibacterial  therapy  requires 
frequent  1 to  2 hour  instillations  during 
the  day.  Antibacterial  ointments  are  es- 
pecially suitable  for  associated  lid  infection 
and  for  application  at  night.  Topically 


instilled  sodium  sulfacetamide  is  effective 
against  many  types  of  superficial  bacterial 
infections. 

Summary 

An  inflammed  eye  may  signify  serious 
local  or  systemic  disease.  To  prevent 
complications  and  possible  loss  of  vision, 
diagnosis  and  proper  therapy  must  be 
prompt.  Except  for  benign  catarrhal  con- 
junctivitis, definitive  antibacterial  therapy 
depends  on  the  laboratory  findings.  Al- 
lergic factors  should  be  considered  and 
tested  for  when  necessary.  Failure  of  re- 
sponse to  therapy  in  3 to  4 days  strongly 
suggests  serious  ocular  disease. 
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ABNORMAL  ELECTROENCEPHALOGRAPHY  IN 
SOCIOPATHIC  PERSONALITIES 


• The  presence  of  an  abnormal  E.E.G,  may 
indicate  the  patient’s  susceptibility  to  diffi- 
culties in  behavior  adjustment. 


Aydin  Z.  Bill,  M.D. 


To  explain  sociopathic  personality,  in- 
numerable attempts  have  been  made  by 
psychiatrists,  psychologists,  physiologists, 
and  other  workers.  Some  authors  believed 
that  constitutional  dynamic  factors  are  es- 
sential, while  others  considered  brain  dam- 
age more  important.  In  many  cases  inheri- 
tance has  been  described  as  a definite  factor. 
After  a consideration  of  all  the  possibilities 
of  sociopathic  maladjustment,  it  seems  clear 
that  to  try  to  explain  the  whole  disorder  on 
a pure  psychoneurotic  basis  will  not  solve 
the  question.  However,  a study  of  each  pa- 
tient from  a psychobiologic  point  of  view  — 
including  constitutional  factors  — gives  us 
the  impression  that  further  advances  can 
be  made  in  this  respect.  Research  into  brain 
physiology,  E.E.G.  investigations  of  psycho- 
paths, and  attempts  to  correlate  psycho- 
pathic personality  with  certain  physiopath- 
ological  syndromes  are  all  explorations  of 
very  recent  date. 

Some  authors  showed  abnormality  in  the 
lining  of  frontal  cortex  cells  only  in  a few 
criminal-type  psychopaths.  In  more  recent 
studies,  behavior  changes — apparently  emo- 
tional in  pattern — have  been  described  as 
the  result  of  lesions  or  irritations  of  the  hy- 

Dr.  Bill.  Istanbul  University  Medical  School.  Turkey,  ’58,  is 
in  his  third  year  of  residency  in  the  Delaware  Hospital.  He  will 
return  to  Istanbul  in  June  to  enter  military  service  for  two  years. 


pothalamus.  These  behavior  changes  ranged 
from  apathy  to  excitement,  manic  reaction. 
In  patients  with  diencephalic  pathologic 
processes,  the  occurrence  of  impulsive  cry- 
ing or  laughing  has  been  noted.  In  ani- 
mal studies  it  has  been  shown  that  elec- 
trical stimulation  near  the  fornix  in  the 
lateral  and  dorsal  regions  of  the  hypothala- 
mus produces  a reaction  of  violent  rage.  It 
is  also  shown  that  certain  lesions  of  the  hy- 
pothalamus produce  a chronic  change  in  be- 
havior. Bilateral  lesions  in  the  region  of  the 
ventromedial  nuclei  in  cats  cause  previously 
tame  animals  to  display  varying  degrees  of 
wildness  which  is  an  irreversible  state  and 
does  not  respond  to  efforts  to  tame  the  ani- 
mal again. 

Papez  demonstrated  a pathway  by  which 
emotional  impulses  could  be  received  and 
transmitted.  He  speculated  that  those  proc- 
esses originating  within  the  visceral  brain 
( rhinencephalon ) would  add  ‘‘emotional 
coloring”  to  psychic  processes  in  other  cor- 
tical areas. 

Many  authors  tried  to  find  a correlation 
between  abnormal  E.E.G. ’s  and  personality 
maladjustments.  In  1938  Jasper,  Solomon, 
and  Bradley  observed  that  59  per  cent  of  71 
children  with  behavior  disorders  yielded  ab- 
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the  result  of  lesions  or  irritation  of  the  hy- 
normal  E.E.G.’s.  In  1940  Strauss,  Rahm, 
and  Barrera  found  that  among  44  “behavior 
problem”  children  68  per  cent  had  E.E.G. 
abnormalities.  Their  behavior  was  described 
as  aggressive  and  hostile,  with  episodic  tem- 
per outbursts.  Thereafter,  a series  of  papers 
appeared  confirming  the  high  incidence  of 
abnormal  E.E.G.  findings  among  sociopathic 
personalities. 

indicates  A Disturbance  Of  Cerebral  Function 

An  abnormal  E.E.G.  implies  the  possibil- 
ity of  some  pathophysiologic  process  in  the 
cortex.  As  will  be  seen  from  the  two  papers 
which  we  have  quoted,  as  well  as  others,  a 
smaller  number  of  sociopathic  patients  have 
normal  E.E.G.’s.  The  implication  of  normal 
electroencephalography  is  the  possibility  of 
no  pathophysiologic  process  in  the  cortex. 
Both  of  these  implications  are  on  a theoretic 
level.  However,  the  latter  would  be  con- 
sidered less  likely  when  the  two  possibilities 
are  considered,  for  it  is  known  that  such  a 
process  may  be  dormant  at  the  time  of  re- 
cording and  therefore  will  not  be  apparent 
on  the  E.E.G.  record.  Furthermore,  subcor- 
tical processes  may  not  be  normal,  but  the 
E.E.G.  may  be  repeatedly  without  discern- 
ible abnormal  activity.  Therefore,  the  elec- 
troencephalographic  data  would  indicate  to 
an  important  degree  the  presence  of  abnor- 
mal organic  processes  in  the  heterogeneous 
group  of  disturbances  in  sociopathic  person- 
alities. It  can  be  speculated  that  these  ab- 
normal processes  are  related  to  the  malad- 
justment of  the  patients,  that  they  may  in- 
dicate the  patient’s  susceptibility  to  difficul- 
ties in  behavior  adjustment,  and  that  such 
persons  with  described  abnormal  processes 
may  possess  less  elasticity  in  their  neural 
limits  for  withstanding  the  stresses  and 
strains  of  the  adjustment  process. 

It  is  now  generally  accepted  that  the  elec- 
troencephalographic  abnormality  indicates  a 
disturbance  of  cerebral  function  of  unknown 
nature  which  may  be  one  of  the  factors  con- 
tributing to  the  susceptibility  of  the  individ- 
ual to  environmental  pressures.  However, 
these  abnormal  organic  processes  should  not 
be  considered  the  only  etiologic  factor  for 


the  behavioral  disturbances  of  the  patients. 
Etiology  from  a psychiatric  point  of  view  al- 
ways involves  a series  of  factors,  such  as 
genogenic,  histogenic,  chemogenic,  and  psy- 
chogenic in  their  relationship  with  each 
other.  Sociopathic  personalities  reveal  a 
variety  of  characterological  abnormalities. 
Although  they  cannot  be  reduced  into 
simple  formulas,  these  abnormalities  may  be 
of  minor  nature,  may  remain  latent  most  of 
the  time,  or  lead  to  more  severe  disturbances 
which  force  major  changes  in  the  indi- 
vidual’s life. 

A report  follows  of  two  patients  in  the 
Delaware  State  Hospital.  The  two  indi- 
viduals studied  are  of  the  same  age,  same 
family  background,  and  same  personality 
pattern.  Both  are  still  in  the  Hospital. 

Case  No.  1 

The  patient,  a 15  year  old  girl,  is  the  sixth  of 
nine  siblings.  The  two  oldest  siblings  are  said  to 
be  in  good  health.  The  father  described  his  third 
child  as  “lazy”  for  a while,  “but  now  works  regu- 
larly.” The  fourth  child,  is  a young  man  of  22 
years  of  age  who  frequently  has  been  in  trouble 
with  the  law.  The  fifth  child  is  in  good  health.  The 
seventh  sibling  is  fourteen  years  old  and  according 
to  the  father  is  “behind  in  his  school  work.”  The 
youngest  two  sons  are  both  in  Governor  Bacon 
Health  Center. 

The  patient  had  difficulty  at  birth  and  as  a 
young  child,  had  the  measles,  many  colds  and 
mumps.  She  continued  to  wet  her  bed  until  she 
was  about  four  and  a half  years  old.  In  1955  she 
was  seen  by  a doctor  for  her  tonsils.  The  psycholo- 
gist who  saw  her  at  the  time  reported  that  “the 
doctor  did  not  question  the  mother  for  the  signs 
of  encephalitis,  but  said  that  he  possibly  could 
be  examined  further  although  the  possibility  of  en- 
cephalitis was  slight.”  When  she  was  nine  years 
old,  her  parents  separated  and  divorced  after 
twenty  years  of  stormy  married  life.  Her  mother 
remarried.  There  is  no  history  of  epilepsy  in  the 
family;  however,  a maternal  aunt  has  had  a son  in 
the  Delaware  State  Hospital  since  1956.  The 
patient’s  home  environment  was  not  a happy  one. 
The  father  would  continually  whip  his  children, 
and  especially  this  patient.  It  is  said  that  if  the 
girl  did  not  get  a whipping  at  night,  she  would 
have  difficulty  in  falling  asleep  being  fearful  of 
getting  whipped  in  the  morning. 

The  child’s  problems  started  at  school  when  she 
was  nine  years  old.  The  school  authorities  found 
her  difficult  to  control  and  — because  of  her  ex- 
tremely aggressive  behavior  and  her  antagonizing 
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of  other  children  until  they  started  to  fight  back  — 
she  was  referred  to  the  Psychologist.  The  examiner 
stated  that  the  projective  test  indicated  anxiety 
and  distorted  perception  of  social  relationships. 
Six  weeks  after  this  examination,  she  appeared  be- 
fore the  Family  Court,  who  referred  her  to  the 
Mental  Hygiene  Clinic.  The  examination  did  not 
reveal  any  gross  evidence  of  physical  and  neurolo- 
gical disorder.  However,  due  to  her  extreme  malad- 
justment in  public  school,  she  was  placed  in  a 
school  for  delinquents  in  1957.  Her  behavior  there 
was  described  as  being  in  open  conflict  with  school 
authorities;  also  she  became  increasingly  agitated. 
She  was  again  seen  by  a psychologist,  who  sug- 
gested her  removal  from  the  school  because  of  her 
inability  to  modify  her  behavior.  She  was  again 
referred  to  the  Mental  Hygiene  Clinic  in  1958  for 
evaluation  to  place  her  in  the  Governor  Bacon 
Health  Center.  Until  that  evaluation  was  com- 
pleted, the  patient  was  placed  in  the  Detention 
Home.  As  a result  of  the  examinations,  no  definite 
diagnosis  was  given. From  the  evaluation  she  was 
described  as  a “rebellious,  negativistic  adolescent 
who  had  a fairly  emotionally  deprived  and  trauma- 
tized childhood.”  It  was  decided  to  place  her  in  a 
reform  school  for  girls.  In  that  school,  with  tan- 
trum-like acute  episodes  of  disturbance  as  well  as 
fighting  with  other  girls,  she  was  extremely  diffi- 
cult to  manage.  After  an  attempt  to  run  away  from 
school,  she  tried  to  kill  herself  by  hanging.  She 
was  seen  in  the  Mental  Hygiene  Clinic  again. 

E.E.G.  Results 

This  time  an  E.E.G.  (Electroencephalogram) 
was  performed.  Her  E.E.G.  showed  sharp  and  slow 
waves  at  four  per  second  in  all  leads.  Photic  stimu- 
lation revealed  sharpwaves  in  all  leads.  These  indi- 
cated seizure  activity  as  in  epilepsy  and  she  was 
placed  on  Dilantin  and  phenobarbital  although 
she  never  had  a seizure.  However,  her  behavior 
came  to  such  an  extreme  that  it  was  felt  pheno- 
barbital made  a “paradoxic”  reaction  and  her 
treatment  was  switched  to  Chlorpromazine.  A 
short  while  later,  she  was  committed  to  the  custody 
of  the  Youth  Service  Commission  of  Delaware  and 
after  psychiatric  evaluation  she  was  committed  to 
the  Delaware  State  Hospital. 

During  her  course  in  the  State  Hospital  a sec- 
ond E.E.G.  was  performed  which  showed  sharp 
waves,  spikes,  and  slow  waves  at  3 to  5 per  second 
in  all  leads.  The  patient  was  investigated  for  the 
possibility  of  temporal  lobe  epilepsy,  but  the  find- 
ings were  not  very  encouraging.  After  neurological 
examinations  it  was  felt  that  her  behavior  prob- 
lems resembled  those  which  are  seen  in  post  en- 
cephalitic personality  and  behavior  disorders. 
From  the  psychiatric  point  of  view,  because  of  the 
abnormal  E.E.G.’s,  the  possibility  of  organic  brain 
involvement  or  damage  as  a result  of  measles, 


mumps,  or  some  other  childhood  disease  was  con- 
sidered. However,  in  view  of  the  fact  th^t  10  per 
cent  of  normal  people  have  abnormal  E.E.G. ’s  and 
that  this  type  of  person  usually  does  not  adjust 
well  where  home  environment  is  bad,  the  official 
diagnosis  was  given  as  personality  trait  disturb- 
ance, emotionally  unstable  personality.  Under  a 
course  of  Chlorpromazine,  the  patient  at  the  pres- 
ent time  is  functioning  well  in  an  open  ward. 

Case  No.  2 

This  is  a 16  year  old  boy  who  has  been  in  this 
hospital  since  March  13,  1959.  He  is  the  ninth  of 
11  siblings.  The  first  three  children  died  in  their 
early  years.  One  maternal  uncle  was  admitted  to 
the  Delaware  State  Hospital  because  of  alcoholism. 
A maternal  first  cousin  was  a patient  of  this  hos- 
pital with  a diagnosis  of  schizophrenic  reaction, 
acute  undifferentiated  type.  Another  cousin  has 
been  in  the  Hospital  for  Mentally  Retarded  Chil- 
dren at  Stockley  for  nine  years.  It  was  also  re- 
ported that  the  boy’s  father  was  a rather  excessive 
drinker  until  his  heart  attack.  He  is  described  as 
abusive  to  his  family  when  drinking.  The  mother 
was  quite  ill  while  she  was  carrying  him  as  she 
had  a severe  kidney  condition.  During  the  last  five 
pregnancies,  the  mother  has  been  troubled  with 
convulsions  both  before  and  after  delivery  of  the 
babies. 

There  was  nothing  unusual  regarding  the 
patient's  birth  and  early  development.  He  was 
toilet  trained  very  early,  at  about  8 months.  He 
was  breast  fed  until  10  months  and  never  wet  the 
bed.  When  he  was  3 years  of  age,  he  was  taken 
acutely  ill  with  a headache,  nausea,  and  stiff  neck. 
He  had  a very  high  fever  and  was  hospitalized 
with  a diagnosis  of  poliomyelitis.  He  stayed  in  the 
hospital  for  two  or  three  weeks.  Three  months 
after  his  release  from  the  hospital,  he  was  rehos- 
pitalized due  to  a seizure  characterized  by  falling, 
unconsciousness,  rolling  of  eyes,  and  frothing  at 
the  mouth.  No  convulsions  of  extremities  were 
described.  The  convulsions  lasted  a short  while, 
then  subsided.  During  the  child’s  course  in  the 
hospital  no  other  seizure  was  seen.  The  patient  was 
thoroughly  investigated;  however,  no  pathology 
was  found  except  some  residual  weakness  in  the 
right  leg  due  to  the  polio. 

After  starting  school,  the  boy  had  measles,  chick- 
en pox,  whooping  cough,  and  bronchitis.  In  school 
he  had  serious  difficulties.  All  of  his  teachers  com- 
plained about  his  behavior  in  classes.  One  of  them 
refused  to  allow  him  to  enter  the  class.  The  school 
nurse  recommended  his  hospitalization  for  diagnos- 
tic purposes.  After  his  studies,  he  was  placed  on 
tranquilizers.  On  one  occasion  he  hit  his  mother, 
then  started  to  cry  saying  he  was  sorry.  Later  on 
he  became  uncontrollable  in  the  home  and  stated 
that  he  was  going  to  kill  all  the  family.  He  grabbed 
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a candlestick  and  tried  to  hit  his  father  over  the 
head.  After  this  episode  he  was  taken  to  the  Fam- 
ily Court.  Two  weeks  later  he  was  committed  to 
the  Delaware  State  Hospital.  During  his  mental 
examination  at  the  time  of  admission,  he,  the 
patient,  was  described  as  being  untidy  and  sloppily 
dressed.  He  made  frequent  negativistic  remarks, 
threatened  not  to  say  anything,  was  somewhat  ir- 
ritable, and  got  upset  easily,  but  in  general,  he 
cooperated  in  the  examination.  Most  of  the  time 
he  appeared  to  be  quite  hostile.  He  was  fully  and 
correctly  oriented  in  all  three  spheres.  His  memory 
was  intact.  He  was  quite  emotionally  unstable. 
There  were  no  genuine  hallucinations  or  delusions. 
He  appeared  to  be  hostile  towards  everybody  ex- 
cept his  mother.  He  was  especially  hostile  towards 
his  father,  as  he  blamed  him  for  beatings  without 
any  reason  when  the  father  was  drunk.  He  felt 
that  he  was  being  detained  at  the  State  Hospital 
without  a reason.  On  admission  a tentative  diagno- 
sis was  given  of  sociopathic  personality  disturb- 
ance, anti-social  reaction.  (An  interesting  point  is 
that  exactly  the  same  admission  description  of 
this  patient,  word  for  word,  only  changing  mascu- 
line to  feminine,  would  fit  perfectly  our  first  case, 
including  the  admission  diagnosis.) 

After  admission,  an  E.E.G.  (Electroencephalo- 
graphy) was  performed  which  revealed  many  slow 
waves  at  5 per  second  in  all  leads.  The  E.E.G.  was 
repeated  one  week  later  and  this  second  E.E.G.  re- 
vealed the  same  pattern,  that  is,  routine  16  lead 
E.E.G.  was  slow  in  all  leads.  Sleep  E.E.G.  was 
normal. 

Psychological  examination  described 
Case  No.  2 as  a severely  emotionally  dis- 
turbed youngster  who  was  probably  schizo- 
phrenic and  probably  would  be  unable  to 
control  himself  adequately  outside  of  an  in- 
stitution. As  a matter  of  fact,  he  was  sent 
on  trial  visit  on  one  occasion.  However,  he 


returned  to  the  hospital  in  ten  months.  His 
treatment  consisted  of  extensive  psychother- 
apy. His  reaction  to  treatment  has  not  been 
satisfactory. 

Regarding  the  abnormality  of  the  E.E.G. 
in  these  two  cases,  Case  No.  1,  who  never 
had  an  epileptic  seizure  revealed  sharp  and 
slow  waves  which  were  indicative  of  seizure 
activities.  Case  No.  2,  who  had  one  seizure, 
showed  slow  waves  at  5 per  second  in  all 
leads. 

Generally  speaking,  in  spite  of  some  “ex- 
cellent” results  which  have  been  reported 
regarding  the  therapeutic  possibilities  with 
sociopathic  personalities,  in  special  colonies 
organized  on  psychiatric  principles  rather 
than  penal  principles,  the  prognosis  appears 
to  be  guarded,  especially  when  the  family’s 
tolerance  has  been  exhausted.  Yet  early  rec- 
ognition of  psychopathic  tendencies  may 
lead  physicians  to  adopt  effective  therapeu- 
tic steps  without  wasting  time. 

Mayer-Gross  expressed  the  theory  that 
personality  changes  associated  with  gross 
damage  to  the  hypothalamus  are  of  a rather 
limited  kind  and  cannot  cover  the  whole 
range  of  sociopathic  personality  as  clinically 
observed.  Actually  recent  studies  on  the  As- 
cending Reticular  Activating  System  and 
noted  E.E.G.  changes  after  activating  or  in- 
hibiting the  system,  question  the  theory 
that  morbid  changes  in  the  brain  are  to  be 
called  into  account  for  all  cases  of  psycho- 
pathy. 


MEDICAL  REPORTING  AWARD 

The  Revere  Annual  $1,000  Award  will  go  to  the  senior  author  of  the  original 
paper  published  in  the  Journal  of  New  Drugs  for  the  coming  year  Which  is 
judged  to  be  of  greatest  importance  to  the  medical  profession.  Papers  for  this 
award — which  is  to  encourage  and  promote  excellency  in  medical  reporting  of 
clinical  studies — must  be  submitted  to:  Editor,  The  Journal  of  New  Drugs,  660 
Madison  Avenue,  New  York  21. 
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• Professional  workers  in  mental  health  tend  to  stress 
and  be  concerned  with  the  abnormal  and  maladjusted- 
The  author  believes  that  more  attention  should  be 
focussed  on  the  forces  within  the  personality  enjoyed 
by  the  normal  person — as  a key  towards  achieving 
a more  mature  personality  for  all  society. 


Sheldon  W.  Weiss,  Ph.D. 


The  twentieth  century  has  witnessed  me- 
teoric advances  in  science  and  technology. 
With  the  advent  of  atomic  and  hydrogen 
bombs,  man  stands  on  the  threshold  of  un- 
leashing such  tremendous  forces  of  energy 
that  several  decades  ago  could  be  fantasized 
only  by  fiction  writers  and  dreamers.  Yet, 
with  all  of  this  advance  in  physical  science 
and  knowledge,  what  has  man  accomplished 
in  terms  of  harnessing  and  controlling  the 
forces  of  energy  that  lie  within  the  human 
breast?  What  have  we  discovered  in  the 
realm  of  man’s  psyche  that  will  permit  him 
to  live  in  peace  and  harmony  with  his  neigh- 
bor, family  and  himself?  For  centuries,  phil- 
osophers, theologians  and  poets  have  been 
searching  man’s  psyche  to  fathom  it’s  ideals 
and  purposes.  Today  the  mental  health  pro- 
fessions are  constantly  searching  and  in- 
vestigating the  behavior  and  thought  of 
man  to  add  more  knowledge  to  the  under- 
standing of  human  personality.  Most  of 
these  studies  are  based  upon  the  research 
of  the  abnormal  — the  maladjusted,  the 
mentally  ill,  the  failures!  But  what  of  the 
“normal  personality”  — the  adjusted,  the 
emotionally  mature  individual,  the  success- 
ful! Perhaps  we  might  focus  attention  on 
those  forces  which  contribute  to  a more  bal- 
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anced  approach  and  understanding  of  man’s 
growth  and  development.  Let  us  briefly 
delve  into  the  concept  and  nature  of  nor- 
mality and  emotional  maturity. 

Normality  is  first  a kind  of  mathematical 
construction  based  upon  statistical  averages 
of  large  and  small  groups  of  people  in  re- 
gards to  some  variable  or  entity.  Although 
statistics  are  helpful  in  the  determination 
of  “norms”  and  provide  us  with  valuable 
estimates  and  ranges,  individual  functioning 
is  often  more  cogent  and  desirable  than  a 
statistical  average.  Drug  addiction  and  alco- 
holism are  not  normal  from  any  standpoint 
of  good  health  despite  their  seeming  in- 
crease and  distribution  within  the  popula- 
tion. Normality  as  such  is  never  complete 
and  is  dependent  many  times  on  only  rela- 
tive approximation. 

Facets  Of  Normality 

In  discussing  normality,  many  facets 
must  be  considered.  There  is  the  question 
of  physical  normality  — the  absence  of 
physical  disease;  the  presence  of  healthy 
structure  and  physiological  function.  There 
is  also  the  factor  of  intellectual  normality 
and  the  capacity  for  intellectual  growth  and 
development.  Normality  must  assume  a 
relative  freedom  of  the  individual  from  crip- 
pling neurotic  or  psychotic  symptomatology. 

In  addition  and  perhaps  one  of  the  most 
important  rubrics  in  the  concept  of  normal- 
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ity  is  the  presence  of  emotional  maturity. 
By  this  encompassing  term  we  imply  the 
ability  to  be  firmly  rooted  in  reality,  dealing 
with  the  actualities  of  one’s  environment 
rather  than  being  influenced  by  wishes,  rev- 
eries or  fantasies.  Young  children  often  in- 
dulge their  lives  with  fantasies  and  reverie. 
To  them  this  is  play,  fun,  but  they  have 
the  ability  to  cease  their  play  and  fantasy 
at  the  end  of  the  day  and  return  to  the 
real  world  about  them.  For  adults  to  contin- 
uously emulate  this  kind  of  activity  would 
be  a sign  of  emotional  immaturity  — a kind 
of  self-deception. 

To  be  overly  optimistic  or  too  pessimistic, 
despite  the  actual  facts  and  circumstances, 
would  be  another  indication  of  emotional 
immaturity.  Emotional  maturity  implies 
the  ability  to  utilize  long-term  values  in- 
stead of  seeking  the  immediate,  short-term, 
usually  short  lived,  goals;  immediate  satis- 
faction may  be  delayed  or  postponed  in 
favor  of  future  gratification  and  more  last- 
ing pleasure. 

That  Heaithy  Adult  Conscience 

Included  in  the  concept  of  emotional  ma- 
turity is  the  development  of  a healthy  adult 
conscience  that  is  neither  unduly  strict  nor 
too  lenient  and  not  inappropriate  or  imma- 
ture; a conscience  that  is  not  based  on 
threats,  irrational  guilt  feelings  or  childish 
fears,  but  on  real  dangers  and  ethical,  moral 
standards.  To  be  in  possession  of  a mature, 
adult  conscience,  one  should  be  able  to  have 
satisfaction  in  keeping  with  real  possibilities 
of  one’s  circumstances  with  truly  adult 
ideals,  standards  and  values  as  guides  to 
conduct.  One  should  strive  continuously  to 
refute  all  childish  narcissism,  vain  pride  and 
egocentricity  and  not  permit  the  using  of 
others  for  one’s  own  selfish  interests  and 
exploitation. 

One  of  the  end-goals  of  the  normal  devel- 
opment and  growth  of  the  individual  is  the 
achievement  of  independency — not  the  neg- 
ativistic,  stubborn  defiance  of  authority  or 
the  withdrawal  from  group  interaction  and 
cooperative  effort  — but  emotionally  ma- 
ture independency.  A healthy  independency 
is  one  where  the  individual  has  the  neces- 


sary confidence  and  self-containment  that 
permits  sound,  individualistic  judgment  and 
action  — to  be  able  to  stand  on  one’s  own 
feet  — chained  neither  to  strict  social  con- 
formity nor  tied  to  the  emotionally  un- 
severed umbilical  cord  of  one’s  parents.  The 
truly  independent  individual  can  take  ad- 
vice and  guidance  from  others,  at  the  same 
time  formulating  his  own  path  of  action 
based  upon  the  sound  advice  of  others 
tested  against  one’s  own  conclusions  and 
experiences.  This  individual  can  take  re- 
sponsibility for  his  actions  and  behavior, 
neither  having  to  be  dictatorial  and  auto- 
cratic nor  completely  subservient  or  overly 
compliant. 

A Reasonable  Dependency 

In  addition  to  a wholesome  spirit  of  emo- 
tional independency,  the  mature  individual 
possesses  the  capacity  to  allow  a reasonable 
dependency  on  others.  This  is  a far  cry 
from  the  clinging  vine  individual  or  the  per- 
son who  is  in  a state  of  constant  indecision 
requiring  continuous  advance  and  direction 
from  others.  Reasonable  dependence  refers 
to  a mature,  cooperative  relationship  be- 
tween people;  the  capacity  to  heed  wise 
counsel  when  one  is  in  need  of  such;  the 
capacity  to  be  able  to  receive  love  from 
others  and  to  return  it.  Almost  all  inter- 
human relationships  involve  a blend  of  de- 
pendence and  independence,  what  may  be 
called  an  interdependence  — a cooperative, 
symbiotic  give-and-take  relationship  be- 
tween the  individual  and  his  society. 

The  emotionally  mature  individual  has 
the  ability  to  use  healthy  mechanisms  of 
defense  in  controlling  unacceptable,  anti- 
social ideas,  actions  and  impulses.  He  does 
not  rely  upon  self-punitive  devices  to  tor- 
ture himself  for  his  guilt  feelings  which  in 
the  end  may  lead  to  strong  feelings  of  de- 
pression and  withdrawal  from  interpersonal 
contact.  The  mature  person  is  able  to  face 
himself  with  reasonable  objectivity  and 
resolve  most  conflicts  with  appropriate  ac- 
tion and  with  a minimum  of  disturbance 
and  personal  discomfort. 

Another  characteristic  of  normal  person- 
ality development  is  that  involving  sexual 
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maturation.  In  the  mature  person  this  may 
be  seen  in  the  development  of  a healthy 
interpersonal  relationship  with  a partner  of 
the  opposite  sex  in  the  state  of  marriage 
and  accompanying  child  rearing.  Sexual 
maturation  precludes  the  individuaFs  satis- 
faction with  his  own  gender  and  conception 
of  his  sex-role  identity.  The  mature  man 
can  accept  this  masculinity  and  function 
comfortably  among  his  fellows.  For  the 
mature  woman  there  is  no  need  to  reject 
her  femininity  or  possess  strong  resentment 
toward  men.  Each  of  the  sexes  comprehends 
that  there  is  no  intrinsic  superiority  of  one 
sex  over  another  and  each  can  respect, 
share  and  contribute  to  the  satisfaction  and 
comfort  of  the  other. 

Adjustments  Towards  Vocational  Pursuits 

Another  criteria  of  emotional  maturity 
concerns  the  individuaFs  attitude  and  ad- 
justment towards  his  vocational  pursuits. 
A good  work  history  implies  many  of  the 
aforementioned  characteristics  as  well  as 
the  willingness  and  the  ability  to  accept 
responsibility  and  to  be  properly  motivated 
for  achievement  and  aspiration;  the  ability 
to  achieve  financial  solvency  without  per- 


mitting material  gain  to  serve  as  an  end  in 
itself  instead  of  a means  to  a more  mature 
and  satisfying  end. 

There  are  many  other  criteria  that  could 
be  added  to  those  already  enumerated  such 
as  the  acceptance  of  one’s  self  and  the  abil- 
ity to  live  within  one’s  own  limitations  and 
potentials;  the  development  of  a sense  of 
achievement  and  need  for  recognition  within 
the  areas  of  one’s  competency  and  finally  an 
appreciation,  need  and  desire  for  a frame 
or  orientation  and  an  object  of  devotion 
beyond  oneself  — the  development  of  the 
“inner-voice,”  the  spirit,  faith! 

All  of  these  criteria  aid  in  the  under- 
standing of  the  concept  of  maturation  and 
normalcy.  We  all  possess  in  varying  degrees 
these  various  characteristics  — there  is  no 
isolated  group  of  totally  “normal”  or  fully 
mature  individuals.  Maturity  and  normal- 
ity in  a way  are  abstract  ideals  — targets 
or  goals  to  strive  and  to  emulate.  It  is 
also  a process  involving  dynamic  force  and 
change.  With  proper  understanding  of  the 
positive  and  negative  signposts  on  the  path 
of  maturation,  we  will  be  more  enabled  to 
make  the  journey  and  approach  the  goal. 


A.M.A.  ANNUAL  MEETING 

As  everyone  should  know  by  now,  the  American  Medical  Associa- 
tion’s Annual  Meeting  will  be  held  in  New  York  City,  June  26-30.  We 
are  fortunate  in  Delaware  to  be  close  to  this  largest  and  most  compre- 
hensive of  medical  meetings.  It  should  be  possible  for  almost  everyone 
to  attend,  if  only  for  a day.  We’d  suggest  that  you  check  the  program 
or  the  J. A.M.A.  for  papers  interesting  to  you. 
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PERITONITIS 

Secondary  to  Spontaneous  Rupture  of  Pyometra 


• The  advent  of  chemo-therapy  and  antibiotics 
has  changed  the  incidence  of  pyometra,  often 
linked  with  malignant  diseases  of  the  cervix- 


A CASE  REPORT 


Vincent  L.  Sy,  M.D. 


Pyometra,  an  accumulation  of  pus  in  the 
uterus,  occurred  in  31  patients  with  non- 
treated  carcinoma  of  the  cervix  and  in  51 
patients  treated  for  carcinoma  of  the  corpus 
uteri,  of  the  208  cases  of  pyometra  reviewed 
by  Henricksen.1  The  incidence  of  pyometra 
was  higher  before  the  chemo-therapy  and 
antibiotics  era;  from  1812  to  1920  there 
were  only  14  cases  reported,  which  were 
fewer  than  the  cases  presented  in  the  liter- 
ature. Henricksen1  reviewed  208  cases  of 
pyometra  associated  with  malignant  dis- 
eases of  the  cervix;  a case  of  intra-peri toneal 
rupture  with  death  from  acute  peritonitis 
and  60  cases  were  caused  by  pyometra  from 
the  157  patients  that  were  autopsied. 

Pedowitz  and  Felmus2  reported  also  35 
cases  of  ruptured  adnexal  abscesses  with 
general  peritonitis. 

From  1949  to  1959,  of  a total  of  102  cases 
of  carcinoma  of  the  cervix  treated  at  the 
Milford  Memorial  Hospital,  only  one  case 
of  pyometra  was  diagnosed  after  an  ab- 
dominal hysterectomy.  Here  is  presented 
a case  of  pyometra  with  spontaneous  intra- 
peritoneal  rupture  secondary  to  untreated 
carcinoma  of  the  cervix  with  recovery  from 
peritonitis. 

A Negro  woman,  74,  was  admitted  on 
January  25,  1960  for  the  first  time  with 
the  CC  of  abdominal  pain  and  vomiting. 


Dr.  Sy.  formerly  resident  at  Milford  Memorial  Hospital  at  the 
time  of  this  writing,  is  a urologist  and  staff  physician  to  Alexian 
Brothers  Hospital,  Elizabeth,  N.  J. 


The  patient  had  apparently  been  well  until 
the  day  before  admission  when  she  started 
to  have  abdominal  pain  continuous  in  char- 
acter, sudden  in  onset  without  losing  con- 
sciousness and  had  been  almost  continuous 
up  to  the  time  of  admission.  The  pain  was 
markedly  localized  in  the  lower  abdomen 
and  flanks.  Vomiting  started  after  the  on- 
set of  the  pain,  not  projectile  in  character. 
At  the  time  of  admission  the  pain  was  more 
or  less  generalized  throughout  the  abdom- 
inal cavity. 

The  patient  had  no  history  of  peptic 
ulcer,  no  vomiting  before  the  onset  of  pain, 
but  was  constipated  often,  had  no  previous 
hospital  admission.  Family  historj7  was 
non-contributory. 

Physical  Examination 

This  showed  R 24,  P 92,  B.P.  94/58,  in 
a fairly  developed  and  fairly  nourished  pa- 
tient in  distress.  Skin  was  dehydrated. 
Chest  showed  few  moist  rales  on  both  lung 
bases.  Heart — normal  sinus  rhythm,  no 
muimurs.  Abdomen — slightly  distended, 
tender  all  over,  maximum  at  the  lower 
quadrants  with  rebound  tenderness.  No 
bowel  sounds  were  heard.  Both  flanks  were 
also  very  tender.  Vaginal  examination 
showed  disfigured  cervix;  vaginal  cul-de- 
sacs  were  indurated;  the  uterus  could  not 
be  examined. 

Laboratory  Examination 

This  showed  12  grams,  81%  hemoglobin 
and  42  hematocrit.  Urine  showed  one  plus 
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albumin,  4-6  rbc  and  25-35  wbc,  sp.  gra. 
was  1.025  and  acid  reaction. 

Patient  was  taken  to  operating  room  for 
exploratory  laparatomy  on  the  day  of  ad- 
mission. Under  general  anesthesia,  the 
abdominal  cavity  was  opened  and  explored. 
It  was  found  to  contain  about  a liter  of  pus. 
The  stomach,  gallbladder,  duodenum,  ap- 
pendix and  both  tubes  were  found  to  be 
normal.  The  uterus  was  enlarged  and  on 
the  posterior  surface  there  was  a rupture 
measuring  about  0.5  cm.  in  length  exuding 
pus  material.  Culture  and  sensitivity  study 
were  taken  from  the  pus  and  the  cavity 
was  cleaned  and  drained.  After  closing 
the  wound,  the  cervix  of  the  patient  was 
dilated  and  a biopsy  was  taken.  Her  post- 
operative course  was  uneventful.  She  re- 
ceived chloramphenicol  intravenously  for 
seven  days  post-operative  and  received  x-ray 
treatment.  An  intravenous  pyelography 
was  done  after  operation  and  showed  right 
hydronephrosis  and  a normal  function  of 
the  left  kidney. 

Clirtkal  Diagnosis 

Acute  peritonitis  secondary  to  ruptured 
pyometra,  carcinoma  of  the  cervix,  stage 

III. 


Anatomical  Diagnosis 

Pyometra,  streptococcus  squamous  cell 
carcinoma  of  the  cervix. 

Discussion 

Before  1947,  treatment  of  incision  and 
drainage  was  accompanied  by  high  mor- 
tality, but  since  the  advent  of  chemo-ther- 
apy  and  antibiotics  the  outlook  has 
changed.  Maintenance  of  the  patency  of 
the  cervical  canal,  whether  surgical  or  medi- 
cal intervention  is  done,  is  to  be  kept  in 
mind  to  prevent  pyometra;  uterine  sounding 
is  almost  a routine  for  gynecological  exam- 
ination and  follow-up  cases  of  surgical  or 
medical  cervical  pathology.  Bacterial  cul- 
ture and  sensitivity  tests  cannot  be  over- 
emphasized; for  tuberculosis  is  often  dis- 
covered by  smear  and  culture.  Two  out  of 
the  133  cases  of  Carter,3  showed  tuber- 
culosis. With  the  advent  of  streptomycin, 
isoniazide  and  PAS  it  has  become  much 
simpler.  Post-menopausal  and  inflamma- 
tory stricture  should  be  kept  in  mind  as 
a cause  of  pyometra. 
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PREVENTIVE  MEDICINE  IN  WORLD  WAR  II 

Volume  V,  of  the  sixteen  volume  series  “Medical  Department.  U.S.  Army,  in 
World  War  II,”  will  be  published  in  June  and  will  be  devoted  to  communicable 
diseases  transmitted  through  contact  or  by  unknown  means.  The  book  may  be 
purchased  from  the  Superintendent  of  Documents,  Government  Printing  Office, 
Washington  25,  D.C.  at  $6. 
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EMOTIONAL  RESPONSES  OF  SCHIZOPHRENICS 
TO  SELECTED  MUSICAL  COMPOSITIONS 


• “Music  hath  charms  to  soothe  the  savage 
breast,  to  soften  rocks,  or  bend  a knotted  oak.” 

Congreve 


Irwin  G.  Weintraub,  Ph.D. 


The  general  purpose  of  this  study  is  to 
investigate  some  of  the  emotional  and  in- 
terpersonal reactions  to  music  of  schizo- 
phrenic patients  in  a mental  hospital. 

Historically,  there  has  been  interest  in 
the  effect  of  music  upon  the  mentally  ill 
since  Biblical  times.  Initial  experimenta- 
tion with  music  was  primarily  concerned 
with  evaluations  of  structural  forms  that 
evoked  consistent  emotional  reactions  in 
all  people.  Interest  in  experimentation  in 
music  therapy  has  only  recently  begun.  A 
paucity  of  experimental  data  exists  while 
subjective  appraisals  are  widely  published. 
Positive  clinical  evidence  reinforces  the 
need  for  experimental  confirmation  of 
theory. 

The  method  employed  in  this  study  was 
to  play  twelve  recorded  musical  selections 
(two  were  repeated)  over  a high  fidelity, 
twin  speaker  phonograph  to  groups  of  five 
schizophrenics,  each  patient  unknown  to 
the  others.  Mood  reactions  and  musical 
preferences  were  obtained  on  forms  having 
a checklist  (love,  anger ( sad,  happy,  calm 
religious,  victorious,  nothing,  do  not  know) 
and  an  open-ended  question.  For  inter- 
personal attitudes,  forms  given  to  the  sub- 


ject’s pre-  and  post-exposure  to  the  music 
were  checked  yes,  no,  or  cannot  say,  to  the 
question,  “Would  you  like  to  be  friends 
with  anyone  in  this  room?”  In  evaluating 
this  area,  one  half  of  the  population  was 
exposed  to  the  music  with  specific  conver- 
sational topics  interjected  after  each  selec- 
tion; the  other  half  listened  to  the  music 
only.  The  sample  consisted  of  103  schizo- 
phrenics equated  for  sex,  race,  age,  and 
educational  level. 

Three  basic  hypotheses  were  evaluated: 

1.  There  will  be  a statistically  significant 
consistency  in  the  emotional  reactions 
of  a schizophrenic  sample  to  selected 
recorded  compositions  of  music  to 
which  the  group  has  never  been  ex- 
posed. 

This  was  partially  supported  by  the  data 
since  no  one  reaction  achieved  statistical 
significance  by  itself  and  only  six  musical 
selections  resulted  in  greater  statistical 
significance  for  the  mood  reaction  of  high- 
est frequency. 

2.  There  will  be  a statistically  significant 
difference  of  emotional  reactions  be- 
tween each  schizophrenic  subtype 
sample  to  selected  recorded  composi- 
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tions  of  music  to  which  each  group 
has  never  been  exposed. 

This  was  not  confirmed. 

3.  There  will  be  a significant  change  of 
social  attitude,  based  upon  the  music 
alone,  within  the  schizophrenic  sample 
who  are  exposed  to  the  selected  re- 
corded compositions. 

Minor  change  occurred  and,  therefore, 
this  was  not  supported. 

The  following  facts  were  also  noted: 

(1)  A response  pattern  to  differentiate 
each  subtype  was  not  established  because 
of  insufficient  confirmation  of  the  basic 
hypotheses;  (2)  The  investigator,  being  also 
perceived  as  a hospital  authority,  positively 
biased  the  musical  preferences;  (3)  Inter- 
personal attitude  changes  occurred  most 
with  the  sample  exposed  to  the  musical 
selections  and  conversation;  (4)  Mood  re- 
actions of  the  schizophrenic  sample  were 
very  similar  to  the  general  anticipated  mood 
reaction  of  a normal  sample. 

Application  of  the  experimental  results 
may  be  summarized  as  follows: 

1.  Music  mood  as  determined  by  normal 
group  appraisal  can  be  used  to  produce  a 
similar  mood  reaction  in  the  majority  of 
schizophrenics. 


2.  Music  alone  may  establish  a non- 
verbal bridge  of  interpersonal  contact  with 
schizophrenics  but  it  does  not  significantly 
alter  their  interpersonal  attitudes.  This 
change  requires  other  forms  of  therapy. 

3.  Valid  music  preference  cannot  be 
established  for  the  majority  of  schizo- 
phrenics by  only  requesting  their  likes  and 
dislikes. 

4.  Common  characteristics  of  the  music 
found  significant  suggest  that: 

(a)  The  rhythmic  accent  should  be 
easily  recognizable. 

(b)  Melody  should  be  captivating,  easy 
to  recall. 

(c)  Instruments  employed  should  be 
most  commonly  identified  with  mood 
being  conveyed. 

(d)  Structural  complexity  of  the  compo- 
sitions should  be  geared  to  the  sub- 
jects’ musical  sophistication  if  the 
desired  mood  reaction  is  to  be 
elicited. 

Essentially,  music  can  be  controlled  to 
produce  a mood  which  can  serve  to  establish 
contact  with  schizophrenics  in  order  to  pave 
the  way  for  deeper  therapeutic  measures. 
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CEREBRAL  PALSY  BOOKLET 

“ Growing  Up — Cerebral  Palsied  Children  Learn  to  Help  Themselves ” is  a new 
booklet  which  will  serve  as  a guide  to  healthy  parental  attitudes.  Copies  of  the 
booklet  may  be  procured  through  the  Delaware  Chapter  of  the  United  Palsy 
Association,  1324  North  Market  Street,  Wilmington. 
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• “The  fear  of  death  is  more  to  be 
dreaded  than  death  itself.”  Publius 


KO MM,  SUSSER  TOD 

Johann  Sebastian  Bach 

‘'Allow  me  the  dignity  of  dying  in  my 
own  bed — don’t  take  me  to  the  hospital.” 
So  said  an  85-year-old  patient  whose  son 
wanted  “everything  to  be  done.” 

This  touches  on  the  old  subject  of  how  far 
must  we,  as  physicians,  go  in  an  effort  to 
prolong  life.  Is  it  essential  that  cardiac 
patients  die  in  sinus  rythm  and  that  those 
with  metabolic  disorders  die  in  electro- 
lyte balance? 

In  an  article  entitled,  “A  Pathologist’s 
Experience  with  Attitudes  Toward 
Death,”*  Dr.  Alfred  A.  Angrist,  professor 
and  chairman,  Department  of  Pathology, 
Albert  Einstein  College  of  Medicine,  dis- 
cusses the  subject  to  include  clinical,  psy- 
chological, and  religious  aspects.  He  points 
out  that  the  inability  of  the  family  to  ac- 
cept death  as  a fact  is  the  usual  mechanism 
behind  refusal  of  permission  for  post-mor- 
tem examination.  Death  is  a natural 
phenomenon;  fear  of  death  can  attain  gi- 
gantic proportions.  The  pros  and  cons  of 
telling  a patient  that  he  has  incurable 
cancer  are  touched  upon;  Angrist  believes 
that  we  must  individualize  but,  in  general, 
do  not  tell  unless  there  is  a good  reason 
to  do  so. 

Regarding  care  of  the  dying,  he  warns 
of  the  medical,  legal,  and  moral  complica- 
tions of  euthanasia  and  advises  physicians 
to  stay  clear.  It  would  be  too  difficult  to 

*Rhode  Island  Med.  J.,  43:693  (Nov.),  I960. 


draw  the  line.  He  is  against  capital  punish- 
ment as  “degrading.” 

“One  can  also  properly  raise  the  question 
whether  the  physician  is  justified  in  pro- 
longing life  unduly  when  all  hope  is  gone 
and  suffering  is  the  only  lot  remaining. 
Should  he  continue  transfusions,  infusions, 
potent  drugs  and  oxygen  merely  to  lengthen 
life  by  prolonging  the  act  of  dying?  Such 
a meaningless  victory  can  result  in  untold 
anguish  and  insupportable  financial  bur- 
dens. Again  the  physician  should  not 
assume  an  omniscience  he  does  not  possess. 
Death  itself  can  be  a comfort  and  a phy- 
sician today  is  sometimes  capable  of  with- 
holding for  days,  weeks  or  months,  that  one 
comfort.  He  may  be  bringing  death  into 
life,  prolonging  death,  not  life,  and  in  so 
doing  failing  in  his  obligation  to  curtail 
suffering.” 

Dr.  Angrist  closes  with  a prayer: 

uTeach  me  to  live  that  I may  dread 

The  grave  as  little  as  my  bed.” 

MUSIC  HATH  CHARMS  TO  SOOTHE  A SAVAGE 
BREAST— 

Elsewhere  in  this  issue  Weintraub  has 
reported  his  observations  on  the  emotional 
response  of  schizophrenic  patients  to  music. 
At  a recent  concert  given  by  the  Boston 
Symphony  Orchestra  with  an  audience  of 
about  eleven  thousand  persons,  the  pro- 
gram consisted  of  compositions  by  Dello 
Joio,  Mendelssohn,  and  Beethoven.  What 
a wonderful  opportunity  this  would  have 
been  to  further  Dr.  Weintraub’s  observa- 
tions! 
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QUO  VADIS? 

Statisticians  report  that  the  average  family  doctor  is  in  his  forties,  does 
private  practice  and  derives  his  income  from  fees.  He  treats  26  patients  a 
day,  spending  about  10  hours  on  office,  home  and  hospital  calls.  Less  than 
half  of  the  total  medical  profession  classifies  itself  as  general  practitioners 
without  certification  or  identified  interest  in  a speciality. 

The  rapidly  expanding  body  of  knowledge  in  medicine,  the  unbelievable 
advances  in  sciences  and  technology,  have  forced  specialization  on  us.  There 
is  no  turning  back;  even  the  most  able  and  energetic  mind  cannot  be 
informed  on  all  aspects  of  medicine.  The  responsible  practitioner  must 
depend  upon  specialists  to  meet  adequately  the  needs  of  the  patient  in 
“total  care.”  The  specialization  which  is  forced  upon  us  calls  for  guarding 
against  segmentation  and  loss  of  humanism  in  approaching  the  problem  of 
the  patient.  The  total  clinical  appraisal  by  someone  remains  as  necessary 
as  ever. 

What  is  required  of  medicine  is  a reflection  of  the  changing  requirements 
in  other  phases  of  scientific  endeavor  in  our  society.  The  ‘help  wanted” 
columns  of  today  attest  the  numerous  disciplines,  skills  and  job  classifica- 
tions which  were  unknown  a generation  ago.  Have  you  more  than  a foggy 
notion  of  the  meaning  of  the  following  terms? 

Systems  Synthesis  and  Analysis,  Microminiaturization,  Geometrical  and 
Physical  Optics,  Circuit  Synthesis  and  Implementation,  Intelligence  Pro- 
cessing Systems,  Heuristic  Programming,  Artificial  Intelligence  Studies, 
Polaris  Re-entry  Program,  Astro-tracking  Systems,  Electron  Optics,  Vacuum 
Technology  Development,  Solid  State  Precision  Components,  Applied  Servo- 
mechanisms, Heterogeneous  Catalysis,  Radar  Photo  Analyzation,  Human 
Factors  Science  (does  this  include  psychosomatic  medicine?) 

If  one  is  interested  in  a new  sphere  of  work  activity,  some  of  the 
following  job  designations  can  be  considered  (it  seems  that  employers  are 
begging  for  men  and  women  with  these  skills).  Operations  Analyst,  Digital 
Computer  System  Engineer,  Electrochemist,  Reliability  Engineer,  Hydro- 
dynamicist,  Aerodynamicist,  Antennae  Engineer,  Consultant  in  Satellite 
Intercontinental  Communication,  and  Missile  Loads  Engineer. 

Those  having  an  itch  to  write  should  consider  such  possibilities  as 
Proposal  Writer,  Publication  Engineer,  Technical  Program  Analyst,  Design 
Evaluator,  or  Electronics  Manual  Writer.  It  seems  only  fair  to  point  out 
that  writers  must  be  able  to  communicate  with  top  management  and  cus- 
tomers. 

The  practice  of  medicine  is  not  so  bad  after  all! 
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This  theme  soon  to  appear  in  leading  national  magazines,  will  high- 
light a public  relations  series,  sponsored  by  Mead  Johnson  Labor- 
atories on  the  role  of  the  physician  in  the  life  of  the  patient.  The 
copy  will  emphasize  that  “the  system  allowing  free  choice  of  phy- 
sician is  the  key  to  continued  excellence  in  medical  care.” 

Evaluation 

Clinics 

A new  dimension  added  to  the  patient-aid  program  of  the  National 
Foundation  will  tackle  birth  defects  and  arthritis  from  a national 
and  local  level.  Centers  will  operate  fulltime  and  provide  treatment 
and  care  for  both  in-patients  and  out-patients  in  collaboration  with 
practicing  physicians.  The  fact  that  arthritis  sufferers  number  in 
the  millions  and  that  each  year  seven  times  as  many  Americans  are 
born  with  birth  defects  as  were  stricken  (on  the  average)  by  polio 
a few  years  ago,  has  been  the  basis  for  this  expansion.  Originally 
limited  to  cases  of  hydrocephalus,  spina  bifida  and  encephalocele, 
patient-aid  for  birth  defects  will  now  encompass  all  birth  defects. 

Successful  Treatment  Percentages  for  successful  treatment  have  risen  from  5%  of  cases 


For  Hypertension 

in  1951  to  95%  in  1961.  Physicians  attending  the  Symposium  on 
Hypertension,  sponsored  by  Hahnemann  Medical  College,  were  told 
that  three  drugs  in  particular  have  been  responsible  for  these  strides 
— the  most  useful  being  guanethidine,  which  acts  at  terminal  nerve 
endings  to  slow  down  the  release  of  norepinephrine,  which  raises 
blood  pressure.  Statistics  show  that  “do  it  yourself”  blood  pressure 
recordings  by  patients  work  well  in  some  instances. 

Brief  Briefs 

The  Boston  area  claims  the  highest  ratio  of  physicians  to  population 
among  metropolitan  areas  of  1,000,000  or  more,  according  to  a Public 
Health  Service  survey.  Boston’s  ratio  in  mid-1959  was  207  active 
non-federal  physicians  per  100,000  people. 

A new  method  to  determine  pregnancy  within  90  minutes  is  claimed 
by  Uppsala  Academical  Hospital,  Sweden.  A team  of  doctors  have 
made  1200  tests,  all  of  them  accurately  diagnosing  pregnancy.  The 
method  is  reported  to  be  less  expensive  and  more  accurate. 

Radio- 

Electrocardiography 

Demonstrations  of  a new,  simplified  radio- electrocardiograph  system 
known  as  RKG-100,  which  can  take  electrocardiagrams  while  pa- 
tients are  exercising,  were  presented  at  the  10th  Annual  Convention 
of  the  American  College  of  Cardiology.  This  may  solve  the  medical 
mystery  of  why  some  apparently  healthy  patients  have  suffered 
cardiac  attacks  shortly  after  a standard  electrocardiogram  had  re- 
vealed no  abnormalities.  Defects  frequently  are  revealed  only  while 
the  heart  is  responding  to  the  stress  of  exercise  and  not  during  con- 
ventional examination.  The  lack  of  any  connective  wiring  between 
a transmitter  which  broadcasts  heartbeats  and  a receiver  as  far  as 
500  feet  away  permits  the  recording  instrument  freedom  of  movement 
previously  prohibited  with  EKG  equipment. 
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A portable  oxygen  unit  which  supplies  51  minutes  of  the  important 
gas  for  use  in  case  of  heart  attack,  electric  shock  and  other  emer- 
gencies requiring  application  of  oxygen,  is  now  available  within  the 
price  range  of  most  individuals  who  require  emergency  oxygen 
Metro,  Inc.,  of  Wilmington,  Delaware  manufactures  the  “NCG — 
Metrox”  which  contains  305  litres  of  oxygen — an  adequate  supply 
until  professional  help  arrives;  is  equipped  with  a regulator  which 
can  be  adjusted  to  supply  from  three  to  twelve  litres  per  minute; 
and  a plastic  mask  with  intake  and  exhaust  valves. 


The  major  role  of  the  American  physician  may  become  maintaining 
the  good  health  of  “well  patients.”  The  National  Diseases  and 
Therapeutic  Index  says  that  data  from  2700  doctors  during  1960 
indicated  that  one  out  of  every  five  contacts  between  U.S.  patients 
and  physicians  in  private  practice  did  not  involve  actual  sickness  or 
injury.  Prominent  causes,  comprising  18%  of  all  patient  visits  were: 
prenatal  care,  inoculations  and  examinations.  In  total  they  accounted 
for  more  trips  to  doctors  than  either  of  the  two  leading  disease  cate- 
gories, respiratory  and  circulatory  disorders. 


Interested  in  hospital  automation,  the  Hospital  Supply  Corporation 
demonstrated  what  it  hopes  will  be  the  forerunner  of  an  electronic 
system  allowing  a floor  nurse  to  check  the  temperatures  and  respira- 
tion of  all  her  patients  by  tuning  in  on  a central  receiver  to  tiny  radio 
transmitting  capsules  attached  to  each  patient. 


Edgar  R.  Miller,  M.D.,  and  his  wife  Elizabeth  Miller,  M.D.,  have 
returned  to  Wilmington  on  furlough  from  the  mission  field  in  Nepal 
where  they  have  been  medical  missionaries  since  their  retirement 
from  practice  in  1956  . . . Lewis  B.  Flinn,  M.D.,  and  Mrs.  Albert  Gelb 
were  named  to  the  Board  of  Directors  for  a three  year  term  by  the 
Welfare  Council  of  Delaware  . . . Charles  K.  Bush,  M.D.,  addressed 
a group  at  Grace  Methodist  Church,  Millsboro,  on  the  topic  “ Alco- 
holism— A Modern  Disease ” . . . W.  0.  LaMotte,  Jr.,  M.D.,  and 
Floyd  I.  Hudson,  M.D.,  were  named  members  of  the  advisory  com- 
mittee to  the  division  of  aging  of  the  State  of  Delaware  . . . Drs. 
William  T.  Hall,  George  J.  Boines,  S.  Ward  Casscells,  Arthur  J. 
Heather,  Alfred  R.  Shands,  Jr.,  and  William  J.  Vandervort  were 
panelists  in  a public  forum  on  arthritis  sponsored  by  the  Delaware 
Chapter,  Arthritis  and  Rheumatism  Foundation  . . . Davis  G.  Dur- 
ham, M.D.,  spoke  at  a meeting  of  the  Delaware  Licensed  Practical 
Nurses  and  showed  a film  on  “Project  Hope,  the  Mercy  Ship”  . . . 
Robert  L.  Dewees,  M.D.,  presided  at  the  Delaware  Heart  Associa- 
tion’s annual  meeting,  Lemuel  C.  McGee,  M.D.,  introduced  the 
speaker;  Drs.  J.  Richard  Durham,  Charles  Levy,  Joseph  M.  Messick 
and  Lemuel  C.  McGee  were  re-elected  directors  for  a three  year 
term  . . . Lemuel  C.  McGee,  M.D.,  will  be  a speaker  at  the  third 
Pre-Convention  Session  on  School  Health  held  June  25  at  the  Park 
Sheraton  Hotel,  New  York  City,  the  theme — “Health  of  the  School 
Personnel ” . . . 
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THIS  AUXILIARY’S  CONTRIBUTION  TO  A.M.E.F. 


Last  year  the  Women’s  Auxiliaries  to 
State  Medical  Societies  from  all  over  the 
United  States  contributed  a total  of  $175,- 
000  to  the  American  Medical  Education 
Foundation.  This  was  an  increase  of  825% 
since  the  year  of  its  inception  in  1952.  All 
members  of  the  auxiliary  can  indeed  be 
proud  of  that  record  and  yet  we  dare  not 
rest  on  our  laurels,  for  we  are  still  far 
from  our  ultimate  goal. 

Last  year  Delaware  contributed  a total 
of  $2.35  per  member  and  this  year  we  hope 
to  increase  that  figure  but  it  will  still  be 
short  of  the  amount  needed,  which  is  esti- 
mated at  $5.00  per  member.  Even  with 
this  figure  we  ranked  eighth  among  all  the 
states  in  the  amount  given  per  member. 
Where  will  we  be  this  year?  We  can  only 
hope  to  be  much  higher  and  continue  try- 
ing until  we  reach  the  top.  Even  then 
there  will  always  be  the  problem  of  re- 
maining at  the  head  of  the  list. 

This  is  probably  the  most  worthy  goal 
we  could  ever  try  to  attain  for  we  are 
helping  to  keep  our  medical  schools  on 
the  free  basis  on  which  they  began.  Each 
year  the  schools  attempt  to  improve  their 


training,  which  can  be  done  only  at  con- 
siderable expense.  Unless  we  choose  to 
allow  them  to  be  government  subsidized 
and  ultimately  government  controlled,  we 
must  continue  and  even  greatly  increase 
the  amount  of  help  we  are  now  giving. 

The  money  given  to  the  medical  schools 
by  the  American  Medical  Education  Foun- 
dation has  absolutely  no  strings  attached 
and  each  school  may  use  it  in  any  way  it 
sees  fit.  Thus  you  find  some  using  it  for 
plant,  some  for  salaries,  and  some  for 
scholarship,  etc.  This  is  very  important 
to  them,  for  such  money  is  rare  indeed. 

We  now  have  a total  of  eighty-five 
medical  schools  in  the  United  States  and 
nearly  all  of  them  are  operating  at  a deficit. 
Even  though  the  amount  contributed  by 
the  American  Medical  Education  Founda- 
tion is  only  a small  part  of  their  total 
budget,  it  is  still  very  important. 

Let  us  all  continue  to  do  better  each 
year  and  see  if  we  can  keep  our  schools 
free  in  a free  democracy. 

Mrs.  A.  M.  Devenis,  Chairman, 
A.M.E.F.  Committee 


SPECIAL  AUXILIARY  SUBSCRIPTION  RATE  FOR  THE  A.M.A.  NEWS 

The  Board  of  Trustees  of  the  A.M.A.  has  approved  a special  price  of  $1.50  per 
year,  which  is  50%  of  the  regular  rate,  for  the  A.M.A.  NEWS  to  be  sent  to  the  home 
address  of  members  of  the  Woman’s  Auxiliary,  as  well  as  all  wives  and  mothers  of 
physicians. 

The  copy  being  addressed  to  the  physician  cannot  be  transferred  to  the  wife  or 
mother,  as  the  copy  mailed  to  the  physician  must  be  sent  to  the  professional  mailing 
address,  as  it  is  the  address  control  for  the  master  list  of  physicians  maintained  by 
the  A.M.A. 

Therefore,  the  subscription  must  be  ordered  by  the  individual  auxiliary  member 
and  must  be  mailed  to  the  home  address. 

A special  subscription  order  blank  for  the  Woman’s  Auxiliary  has  been  prepared 
and  is  available  in  quantity  to  each  local  auxiliary. 
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a significant 
achievement  in 
corticosteroid  research 

HMDRONE" 

(paramethasone  acetate,  Lilly) 


• predictable  anti-inflammatory  effect 

• low  incidence  of  untoward  reactions 


Available  in 

Tablets  Haldrone,  1 mg.,  Yellow 

bottles  of 

(scored) 

30,  100, 

Tablets  Haldrone,  2 mg.,  Orange 

and  500 

(scored) 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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inside  as  well  as  outside  the  hospital . . . 
staphylococci  usually  remain  sensitive  to 


(chloramphenicol,  Parke- Davis) 


That  the  sensitivity  patterns  of  “street”  staphylococci  differ  widely  from  those  of 
“hospital”  staphylococci  is  a well-established  clinical  fact.1-5  Although  strains 
staphylococci  encountered  in  general  practice  have  remained  relatively  sensitive  to 
a number  of  antibiotics,6  the  problem  of  antibiotic-resistant  staphylococci  appear; 
to  be  a threat  to  all  patients  in  hospitals  today.  It  is  encouraging  to  note,  howeve 
. . that  a relatively  small  percentage  of  strains  develop  resistance  to  chloram- 
phenicol, despite  the  consumption  of  large  amounts  of  this  antibiotic.”7 

In  one  hospital,  for  example,  CHLOROMYCETIN  “...was  the  only  widely  us 
antibiotic  to  which  few  of  the  strains  were  resistant.”8  In  another  hospital,  despi 
steadily  increasing  use  of  CHLOROMYCETIN  since  1956,  “...the  percentage 
chloramphenicol-resistant  strains  has  actually  been  lower  in  subsequent  years. 
Elsewhere,  insofar  as  hospital  staphylococci  are  concerned,  it  appears  that  “. . . the 
problem  of  antibiotic  resistance  can  be  regarded  as  minimal  for  chloramphenicol.”2 


CHLOROMYCETIN  (chloramphenicol,  Parke-Bavis)  is  available  in  various  forms,  including 
Rapseals®  of  250  mg*.,  in  bottles  of  16  and  100. 


T) 


See  package  insert  for  details  of  administration  and  dosage. 


la 


Warning : Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  short-term  and  with  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms  jj 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not' be  used  when  other 
potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  : 
enza,  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 


Precautions : It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  di'Ug.  Whil 
blood  studies  may  detect  early  peripheral  blood  changes  such  as  leukopenia  or  granulocytopenia,  befoi 
they  become  irreversible,  such  studies  cannot  be  relied  upon  to  detect  bone  marrow  depression  prior 
development  of  aplastic  anemia. 


Bi 


:n  VITRO  SENSITIVITY  OF  250  STRAINS  of  staphylococci 
ro  CHLOROMYCETIN  AND  TO  FOUR  OTHER  ANTIBIOTICS* 


I CHLOROMYCETIN  78% 


Phese  strains  of  coagulase-positive  staphylococci  were  isolated  from  hospitalized  patients  at  a 
arge  county  hospital  during  the  year  1959.  Sensitivity  tests  were  done  by  the  disc  method. 

Adapted  from  Bauer,  Perry,  & Kirby1 

References:  (1)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475, 1960.  (2)  Fisher,  M.  W.: 
irch.  hit.  Med.  105:413,  1960.  (3)  Cohen,  S.:  Circulation  20:96,  1959.  (4)  Edwards,  T.  S.:  Am.  J.  Ophth . 
i8.  Part  11:19,  1959.  (5)  Smith,  I.  M.:  Staphylococcal  Infections,  Chicago,  The  Year  Book  Publishers,  Inc., 
958,  p.  148.  (6)  Petersdorf,  R.  G.;  Rose,  M.  C.;  Minchew,  H,  B.;  Keene,  W.  R.,  & Bennett,  I.  L.,  Jr.: 
Irch.  hit . Med.  105:398,  1960.  (7)  Editorial:  J.A.M.A . 173:544,  1960.  (8)  Finland,  M.;  Jones,  W.  F.,  Jr.,  & 
Bennett,  I.  L.,  Jr.:  Arch.  Int.  Med.  104:365,  1959.  5ms»  _ 
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A SCREENING  INVESTIGATION 
Of  the  Use  of  Lipoic  Acid 
As  an  Anti-Diabetic  Agent 

• A clinical  pilot  experiment  exploring  the  possible 
effects  of  lipoic  acid  in  the  diets  of  ten  diabetic  patients 
indicates  that  further  study  might  be  worthwhile. 


Substances  exhibiting  the  biological  ac- 
tivity of  alpha-lipoic  acid  were  recognized 
in  various  laboratories,  and  an  excellent 
review  of  these  studies  is  available.1-2  The 
duPont  Company  has  developed  a process 
to  manufacture  this  substance  synthetic- 
ally. No  conclusive  evidence  has  appeared 
to  prove  that  it  might  be  of  clinical  value. 
Some  of  the  laboratory  findings  and  a few 
scattered  clinical  notations  suggested  it 
might  lower  blood  sugar.  In  the  spring  of 
1960  the  Stine  Laboratory  of  the  duPont 
Company  had  a supply  of  lipoic  acid  on 
hand  and  suggested  that  we  might  be  in- 
terested in  investigating  its  possible  clinical 
application. 

The  structural  formula  is  as  follows: 


I 2 

CH-CH2CH2CH  CI^ 


COOH 


Dr.  Flinn,  F.A.C.P.,  Director,  Department  of  Medicine  and 
Chief  of  Metabolic  Division,  Delaware  Hospital,  is  Governor  for 
Delaware,  American  Diabetes  Association. 

Dr.  D’Alonzo,  F.A.C.P.,  is  Assistant  Director,  Medical  Depart- 
ment, duPont  Company. 


Lewis  B.  Flinn,  M.D. 

C.  Anthony  D’Alonzo,  M.D. 

Dewey3-4  and  others  did  considerable 
pioneering  work  on  this  substance  and  con- 
cluded that  it  is  a catalyst  in  the  same 
area  of  metabolism  as  thiamine  and  coen- 
zyme-A.  This  type  of  action  suggests  that 
only  a small  dose  may  be  needed  clinically 
to  be  effective.  This  catalytic  activity  was 
also  pointed  out  in  an  article  in  Physio- 
logical Reviews  in  1953  by  Reed.2-5  Alpha- 
lipoic  acid  seems  to  be  involved  as  an  ace- 
tate-replacing factor,  as  a protogen  factor, 
and  in  the  oxidation  of  pyruvate  to  acetate 
and  C02.  Altschule6  and  others  have 
studied  the  effect  of  many  substances  in 
patients  with  schizophrenia.  One  of  those 
substances  studied  was  alpha-lipoic  acid. 
No  marked  change  occurred  in  the  labor- 
atory findings  of  patients  to  whom  it  was 
administered,  but  small  doses  seemed  to 
result  in  clinical  improvement,  and  larger 
doses  aggravated  the  disorder.  There  were 
no  side  or  toxic  effects.  Doses  used  were 
40  milligrams  intramuscularly  or  100  milli- 
grams by  mouth,  daily.  When  larger  doses 
were  used,  such  as  200  milligrams  intra- 
muscularly daily,  the  patients  became 
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worse.  As  much  as  50  milligrams  has  been 
given  in  a single  dose  intravenously  by 
Turchetti,7  without  any  toxic  effect.  It 
has  been  used  with  equivocal  results  in 
liver  disease  in  the  dosage  of  20  milligrams 
twice  a day  intravenously  by  this  same  in- 
vestigator. To  a diabetic,  Turchetti7  gave 
20  units  of  regular  insulin  along  with  20 
milligrams  of  lipoic  acid  intravenously,  with 
a consequent  lowering  of  the  blood  sugar 
at  2%  hours  to  60  milligrams  per  cent. 

Bornstein  and  Hartman8  studied  the  ef- 
fect of  insulin  on  the  glucose  metabolism 
of  liver  slices  and  found  that  lipoic  acid 
when  added  to  the  buffer,  increased  glu- 
cose oxidation. 

Other  unreported9  studies  on  animals 
using  much  larger  doses  seemed  to  indicate 
that  alpha-lipoic  acid  has  a dramatic  ef- 
fect on  carbohydrate  metabolism  in  doses 
approaching  100  milligrams  per  kilogram 
of  body  weight  given  intramuscularly.  Blood 
glucose  is  increased  by  such  dosage  in  non- 
fasting animals  and  decreases  in  fasted 
animals.  The  difference  is  presumably  due 
to  release  of  glycogen  in  the  non-fasted 
animals.  Reduction  of  glucose  in  the  fasted 
animals  could  be  produced  in  the  absence 
of  the  adrenal,  hypophysis  and  the  pan- 
creas. Alpha-lipoic  acid  in  this  dosage, 
100  milligrams  per  kilogram  appeared  to 
function  independently  of  insulin.  In  this 
large  dosage,  body  temperature  may  be 
markedly  lowered.  All  these  responses  in 
high  dosage  occur  in  4-6  hours.  The  toxic 
dose  of  alpha-lipoic  acid  thus  far  appears 
to  be  considerably  higher  than  even  these 
high  doses  used  in  the  animal  experiments, 
probably  in  the  neighborhood  of  200  milli- 
grams per  kilogram  body  weight  intramus- 
cularly. This  is  many  times  greater  than 
the  doses  administered  to  clinical  cases 
previously  reported  and  in  those  reported 
here. 

To  explore  the  possible  effects  of  lipoic 
acid  in  diabetic  patients,  we  have  studied 
ten  patients  as  a clinical  pilot  experiment. 
Intravenous  administration  of  the  material 
might  be  more  definitive  in  determining  the 
effectiveness  of  the  substance,  but  since 


this  wrould  not  be  a desirable  method  of 
administration  for  clinical  use,  the  oral 
route  was  used  entirely.  It  was  given  in 
capsule  form.  It  was  given  to  several  in- 
dividuals, diabetic  and  non-diabetic,  and 
not  included  in  this  series,  to  determine  if 
there  were  any  side  reactions  or  digestive 
difficulties.  One  patient  complained  of  a 
burning  sensation  in  the  stomach  after  in- 
gestion of  the  capsules.  Aside  from  this 
there  have  been  no  complaints;  no  signs 
of  any  toxicity  whatsoever.  Because  of  the 
small  dosage  used  and  the  short  duration 
of  treatment,  no  detailed  blood  or  other 
laboratory  examinations  were  made. 

Case  No,  1 

Man,  age  74,  had  had  diabetes  for  five 
years.  He  was  hospitalized,  received  a 
regular  diet  and,  in  addition,  NPH  insulin 
units  20  each  morning  and  50  mg.  DBI.  The 
average  blood  sugars,  taken  over  a period 
of  ten  days,  were:  fasting  180  mg.%,  and 
feasting:  204  mg.%.  After  150  mg.  per  day 
of  lipoic  acid  for  three  or  four  days  and 
then  300  mg.  a day  for  four  days,  fasting 
blood  sugars  varied  from  94  to  116  mg.%, 
feasting  blood  sugars  164  to  88  mg.%. 
Lipoic  acid  was  stopped  for  four  days  re- 
sulting in  a fasting  sugar  of  108  mg.%, 
feasting  sugar  224  mg.%.  The  insulin  and 
DBI  were  stopped,  lipoic  acid  only  given, 
300  mg.  a day,  and  after  five  days  fasting 
blood  sugar  124  mg.%,  feasting  149  mg.%. 
There  was  no  glycosuria. 

Case  No.  2 

Woman,  age  41,  diabetes  eight  years — 
NPH  insulin  35  units;  in  the  course  of  a 
week  in  the  hospital  fasting  blood  sugar 
averaged  about  150  mg.%,  feasting  160 
mg.%.  After  receiving  300  mg.  of  lipoic 
acid  daily  for  five  days,  the  fasting  blood 
sugar  was  129  mg.%,  and  the  feasting 
blood  sugar  was  144  mg.%.  After  stopping 
the  lipoic  acid  for  five  days,  the  fasting 
blood  sugar  was  162  mg.%,  and  the  feast- 
ing blood  sugar  was  137  mg.%.  After  five 
more  days  on  300  mg.  of  lipoic  acid,  the 
fasting  blood  sugar  was  151  mg.%  and  the 
feasting  142  mg.%.  No  glycosuria  was 
noted. 
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Case  No.  3 

Man,  age  42,  diabetic  for  fifteen  years — 
marked  neuropathy-hypoglycemic  attacks. 
NPH  reduced  to  30  units,  then  to  15  units 
with  DBI  75  mg.  Blood  sugars  ranged  from 
62  to  85  mg.%  fasting,  and  the  feasting 
blood  sugar  was  up  to  300  mg.%.  After 
receiving  900  mg.  lipoic  acid  for  three  days 
along  with  15  units  NPH  insulin,  the  feast- 
ing blood  sugars  ranged  from  350  mg.% 
to  416  mg.%  with  3 and  4 plus  sugar  in 
the  urine. 

Case  No.  4 

Woman,  age  48,  diabetes  for  ten  years — 
NPH  insulin  30  units,  regulated  diet  in 
hospital,  3 to  4 plus  glycosuria.  Blood 
sugar,  fasting  335  mg.%,  fasting  280  mg.%. 
After  eight  days  of  lipoic  acid  1500  mg.  per 
day,  with  and  without  NPH  insulin  50 
units,  and  regular  insulin  15  units,  blood 
sugar  and  urine  sugar  unchanged.  NPH 
60  units,  regular  insulin  15  units,  DBI  150 
mg.  a day,  no  lipoic  acid — 0 to  1 plus 
sugar  in  the  urine,  feasting  blood  sugar 
160  mg.%. 

Case  No.  5 

Man,  age  40,  diabetes  ten  years — on 
NPH  insulin  30  units  was  sugar  free,  blood 
sugar  135  mg.%.  After  no  insulin  and  lipoic 
acid  1500  mg.  per  day,  blood  sugar  160 
mg.%  and  urine  3 plus.  With  no  insulin 
and  no  lipoic  acid  but  DBI  75  mg.  a day, 
blood  sugar  was  145  mg.%,  urine  sugars 
0 to  1 plus. 

Case  No.  6 

Man,  age  41,  diabetes  three  years  — 
never  had  had  insulin — not  well  controlled 
on  orinase.  Chlorpropamide  500  mg.  a day, 
blood  sugar  280  mg.%,  urine  3 to  4 plus. 
After  four  days  of  lipoic  acid  1500  mg.  a 
day,  in  addition  to  chlorpropamide  500  mg. 
per  day,  there  was  no  change  in  blood 
sugars.  On  NPH  insulin  25  units  daily 
and  500  mg.  of  DBI,  urine  sugars  were  0 
to  1 plus,  and  blood  sugar  150  to  160  mg.% 
feasting. 

Case  No.  7 

Woman,  age  51,  diabetes  five  years — no 
insulin.  Orinase  1.5  gm.  daily,  blood  sugar 
125  to  180  mg.%,  urine  varied  from  0 to 


3 plus  sugar.  After  stopping  orinase  and 
taking  lipoic  acid  1500  mg.  a day,  blood 
sugar  varied  from  140  to  175  mg.%  feast- 
ing, and  urine  varied  from  0 to  4 plus. 

Case  No.  8 

Woman,  age  27,  new  patient,  no  insulin, 
no  diet — blood  sugar  253  mg.%,  1 to  2 
plus  sugar  in  the  urine.  Lipoic  acid  300 
to  1200  mg.  a day,  blood  sugar  117  to  172 
mg.%,  some  glycosuria. 

Case  No.  9 

Man,  age  55,  new,  no  dietetic  control  or 
therapy,  no  insulin  or  other  hypoglycemic 
agents — blood  sugar  173  mg.%,  2 plus 
sugar  in  the  urine.  Lipoic  acid  1500  mg. 
a day,  blood  sugar  134  mg.%.  Glycosuria 
noted  occasionally.  Question  arises  as  to 
whether  this  improvement  is  due  to  lipoic 
acid  or  voluntary  change  in  diet. 

Case  No.  10 

Man,  age  67,  recent  diabetes,  mild  — 
blood  sugars  ranged  119  to  240  mg.%, 
mostly  feasting.  No  glycosuria.  Orinase 
500  mg.  twice  a day.  Glucose  tolerance 
test — fasting  119,  % hour  188,  1 hour 
224,  2 hours  240,  3 hours  246.  After  three 
days  of  300  mg.  of  lipoic  acid  and  500  mg. 
of  orinase  twice  a day,  glucose  tolerance 
test  was  repeated — results — fasting  96,  1 
hour  216,  2 hours  212,  3 hours  204;  urine 
negative. 

Comment 

Lipoic  acid  may  have  had  some  slight 
beneficial  effect  in  Case  No.  1,  a question- 
able effect  in  Case  No.  2,  a questionable 
effect  in  Case  No.  9.  The  slight  improve- 
ment in  Case  No.  10  in  the  glucose  toler- 
ance test  after  lipoic  acid  therapy  is  not 
considered  to  be  significant. 

The  age  of  the  patients  studied  ranged 
from  41  years  to  74  years.  Duration  of 
diabetes  varied  from  newly  discovered  un- 
treated cases  (two)  to  15  years.  Five  cases 
had  been  taking  insulin,  one  had  been  re- 
ceiving chlorpropamide,  two  orinase  and 
two  untreated.  One  was  a brittle  diabetic 
with  neuropathy.  Lipoic  acid  was  ineffec- 
tive in  preventing  hypoglycemic  attacks. 
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Six  were  mild  cases,  two  moderately  severe, 
two  mild  and  new.  All  of  the  eight  more 
difficult  cases  were  subsequently  satisfac- 
torily controlled  by  diet  and  insulin  with 
or  without  a hypoglycemic  agent  other  than 
lipoic  acid. 

Conclusion 

In  the  ten  cases  of  diabetes  summarized 
above  in  which  lipoic  acid  was  administered, 
there  was  no  appreciable  beneficial  effect. 
Also,  there  were  no  obvious  deleterious 
effects  and  no  toxic  side  reactions.  It  is 
possible  that  in  larger  dosage  better  results 
might  be  obtained.  Further  study  might 
be  worthwhile,  if  conducted  on  a larger 
group  of  mild  diabetics  who  had  been  fol- 
lowed on  diet  alone  for  a period  of  time 
before  receiving  lipoic  acid.  It  might  be 


worthwhile  also  to  evaluate  short  term  ef- 
fects of  intravenously  administered  lipoic 
acid  on  the  blood  sugar. 
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GALLSTONE  IMPACTED 


IN  DUODENAL  BULB 


Report  Of  An  Unusual  Case 


Leonard  Rosenbaum,  M.D. 
Carl  I.  Glassman,  M.D. 
John  W.  Alden,  M.D. 


The  occurrence  of  a gall  stone  impacted 
in  the  duodenal  bulb  following  cholecysto- 
duodenal  fistula  is  rare  even  though  about 
fifty  percent  of  fistulae  between  the  gall- 
bladder and  intestinal  tract  occur  in  the 
doudenum.2  Only  eight  cases  demonstrated 
roentgenologically  have  been  reported.1-3 

The  following  is  an  additional  case. 

Case  Report 

A 69  year  old  white  widow,  was  admitted 
to  the  Delaware  Hospital  on  September  10, 
1960  because  of  vomiting  for  two  weeks. 
She  was  well,  except  for  “indigestion”  re- 
lieved by  bicarbonate  for  at  least  twenty 
years  and  occasional  spicy  food  tolerance, 
until  July  1960  when  she  experienced  a 
one  week  episode  of  vomiting  following 
meals.  There  was  some  associated  epigas- 
tric bloating  and  substernal  chest  pain.  At 
the  end  of  the  one  week  period  her  diffi- 
culties spontaneously  disappeared.  Fif- 
teen days  prior  to  admission  she  again 
developed  the  same  symptoms.  However, 
this  time  the  vomiting  persisted.  She  had 
no  melena,  jaundice  or  acholic  stools.  The 
vomiting  occurred  almost  immediately  after 
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food  ingestion.  Again  she  noted  post- 
prandial epigastric  bloating  and  non-radi- 
ating pain  in  the  epigastrium.  Although 
the  patient  was  able  to  pass  gas  per  rectum 
at  the  time  of  admission,  she  had  not  had 
a bowel  movement  for  six  days.  Her  past 
medical  history,  family  history  and  review 
of  systems  were  non-contributory. 

On  admission  she  was  not  complaining 
of  pain.  Physical  examination  revealed 
marked  distension  of  the  abdomen,  mostly 
in  the  left  upper  quadrant  and  in  the  mid 
epigastrium.  The  remainder  of  the  examin- 
ation was  not  remarkable. 

Her  hemoglobin  was  12.1  gm.;  her  white 
cell  count  and  differential  count  were 
within  normal  limits.  A non-catherized 
urine  specimen  revealed  10-15  white  cells 
per  high  power  field.  Plasma  chlorides  were 
94  meq. /liter,  plasma  CCL  was  25  meq./ 
liter,  plasma  sodium  was  137  meq. /liter 
and  plasma  potassium  was  3.2  meq. /liter. 

A Levin  tube  was  inserted  into  the 
stomach  and  approximately  2700  cc.  of 
bile  stained  gastric  contents  were  removed. 
There  was  a marked  deflation  of  the  ab- 
domen with  this  procedure.  Roentgen  ex- 
amination of  the  upper  gastrointestinal 
tract  revealed  a 4 cm.  oval  defect  in  the 
duodenal  bulb  with  dilation  of  the  stomach 
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and  only  minimal  passage  of  barium  into 
the  duodenal  loop.  There  was  a collection 
of  barium  within  the  gallbladder  and  the 
biliary  ducts.  An  operative  procedure 
was  done  on  the  third  day  after  admission. 
On  exploration  there  was  a large  inflamma- 
tory mass  in  the  right  upper  quadrant  in- 
volving the  porta  hepatis  and  first  portion 
of  the  duodenum.  The  gallbladder  was 
densely  adherent  to  the  first  portion  of  the 
duodenum  where  a large  communication 
existed  between  the  two  organs.  In  the 
duodenum  a black,  firm  stone  measuring 
approximately  5 cm.  in  greatest  dimensions 
was  found.  The  duodenum,  gallbladder 
and  porta  hepatis  were  diffusely  involved 
in  a chronic  indurative  process  which  ren- 
dered almost  all  of  the  structures  undefin- 


able.  The  common  duct  was  dilated  and 
no  stones  were  present  in  the  lumen.  A 
soft  rubber  catheter  could  easily  be  passed 
through  the  common  duct  into  the  duo- 
denum. 

The  patient’s  post-operative  course  was 
completely  uneventful  and  she  was  dis- 
charged on  her  tenth  post-operative  day. 
She  was  eating  well  and  had  no  pain  for 
the  first  time  in  twenty  years.  She  was 
seen  at  one  month  and  two  months  after 
her  surgery  and  was  asymptomatic. 
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REPRINTS  AVAILABLE 

Reprints  of  the  four  Combined  Clinical  Staff  Conferences  of  the  N.I.H.,  published 
in  the  Annals  of  Internal  Medicine,  are  now  available  upon  request  and  are 
as  follows:  “Unexplained  Death  in  a Patient  with  Leukemia;”  “Recurrent 
Pulmonary  Disease  in  a Child;”  “Problem  in  Differential  Diagnosis;”  and 
Primary  Amyloidosis.” 
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DIAGNOSIS  OF  NEOPLASTIC  TISSUE 
OF  THE  BRAIN  AND  OTHER  ORGANS 


With  Rio  Hortega’s  Rapid  Ammoniated 
Silver  Carbonate  Impregnation 


• The  authors  desire  to  introduce  Rio  Hortega’s  rapid 
ammoniated  silver  carbonate  impregnation  method  with 
their  variants  for  the  diagnosis  of  all  neoplastic  tissues 
regardless  of  their  origin.  They  are  fully  convinced  by 
their  own  success  that  this  is  not  just  another  method 
which  will  burden  the  pathologist  but  one  on  which 
he  can  thoroughly  depend. 


J.  R.  Ravens,  M.D.  R.  A.  Groff,  M.D. 

L.  L.  Adamkiewicz,  M.D.  P.  D.  Gordy,  M.D. 


The  clinician  and  the  neuro-surgeon  al- 
ways hoped  to  be  able  to  diagnose  the  ail- 
ments of  their  patients  quickly  and  insti- 
tute the  indicated  treatment  without  delay. 
These  objectives  made  it  necessary  for 
other  diagnosticians,  the  pathologist  for 
one,  to  invent  new  rapid  means  of  staining 
which  could  be  compared  with  the  routine 
methods  in  presenting  a true  and  constant 
picture  on  which  the  diagnosis  could  be 
made. 

Many  rapid  methods  are  available  to 
the  pathologist  but  all  fail  him  in  some 
way.  When  Rio  Hortega,  191 9, 24  develop- 
ed his  rapid  ammoniated  silver  carbonate 
method,  he  provided  what  appears  to  be 
the  most  convenient  dependable  method 


Dr.  Ravens  is  Neuropathologist,  Graduate  Hospital,  University 
of  Pennsylvania;  assistant  in  Neuroanatomy  and  Neuropathology, 
at  its  Graduate  School  of  Medicine. 

Dr.  Adamkiewicz  is  Pathologist,  Doctor’s  Hospital,  Philadel- 
phia. 

Dr.  Groff  is  Professor  of  Neurosurgery,  Medical  School  and 
Graduate  School,  Univ.  of  Penn.;  Chief  Departments  of  Neuro- 
surgery, University  and  Graduate  Hospitals,  Univ.  of  Penn. 

Dr.  Gordy  is  Chief,  Departments  of  Neurosurgery,  Delaware 
Hospital,  Wilmington. 

tFrom  the  Departments  of  Neuropathology  and  Neurosurgery  of 
the  Graduate  Hospital  of  the  University  of  Pennsylvania,  and 
the  Departments  of  Surgical  Pathology  and  Neurosurgery  of 
the  Delaware  Hospital,  Inc. 


which  in  experienced  hands  will  offer  an 
almost  ideal  approach  to  the  desired  diag- 
nosis and  a method  which  is  quite  compar- 
able to  the  tested  routine  procedures  as 
regards  fidelity  of  reproduction,  dependa- 
bility and  ease  of  performance.  The  few 
illustrations  which  accompany  this  study 
are  the  best  assurance  of  the  merits  of  this 
technique. 

Material 

For  three  years  the  authors  submitted 
surgically  removed  tissues  including  nerv- 
ous tissues  to  this  method  as  these  were 
delivered  to  the  laboratory  for  rapid  diag- 
nosis. The  gratifying  results  obtained 
greatly  increased  their  interest  in  this 
simple  and  economical  method.  They  con- 
sider it  worthy  of  more  general  usage  more 
particularly  since  it  requires  only  five  to 
six  minutes  for  its  performance. 

During  the  time  of  its  usage  the  authors 
added  two  variants  to  the  general  rapid 
method  devised  by  Rio  Hortega.  These 
variants  require  only  a few  additional 
moments  and  augment  and  facilitate  the 
microscopic  interpretation. 
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VARIANT:!. 


Schematic  diagram  showing  manner  or  the  procedure  of  the  rapid  si’ver  impreg- 
nation and  position  of  the  different  staining  dishes. 


The  Value  of  the  Method  and  Its 
Two  Variants 

To  obtain  silver  impregnation  it  is  neces- 
sary to  provide  the  following: 

A.  Materials  Required 

1.  Dishes 

a)  36mm  in  diameter,  10  cc  capacity, 
for  the  silver  solution. 

b)  50mm  in  diameter,  30  cc  capacity, 
for  alcohol,  distilled  water  and  one 
percent  formol  solution. 

c)  60mm  in  diameter,  50  cc  capacity, 
for  distilled  water  as  illustrated  in 
the  schematic  diagram. 

2.  A thin  glass  rod  (3mm  in  diameter) 
tapered  at  right  angles  for  handling  sec- 
tions. 

3.  Amber  glass  stoppered  bottles  for  silver 
and  all  other  solutions  employed. 

4.  Dropping  bottles. 

5.  Slides  and  cover  glasses  of  various  sizes. 

6.  Filter  paper  in  sheets  cut  to  convenient 
size  for  blotting  sections. 


B.  Solutions  Required 

1.  10  per  cent  Formaldehyde  solution 

40%  commercial  formaldehyde  1 part 
Tap  water  4 parts 

For  use  in  fixation  of  blocks  of  tissues. 
These  proportions  express  the  concentration 
of  formaldehyde  solution  in  terms  of  the 
formalin  content.  The  small  error  due  to 
the  fact  that  formalin  is  not  exactly  40% 
formaldehyde  may  be  disregarded  for  most 
purposes. 

2.  Neutral  formaldehyde  solution 

40%  commercial  formaldehyde  1000  cc 
Calcium  carbonate  15  gms. 

If  calcium  carbonate  is  not  available 
magnesium  carbonate  may  be  used  in  the 
same  amount.  The  best  way  to  ensure  the 
neutrality  of  formaldehyde  and  its  dilu- 
tions is  to  employ  an  indicator  such  as 
phenolphthalein  in  alcohol  and  add  suffi- 
cient amount  of  10%  sodium  hydroxide  to 
bring  out  a faintly  pink  color. 

3.  1 per  cent  neutral  formaldehyde  solution 
Neutral  40%  commercial  formaldehyde 
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1 cc 

Distilled  water  100  cc 

4.  1/500  gold  chloride  solution 

Gold  chloride  1 gm. 

Distilled  water  500  cc 

5.  5 per  cent  sodium  thiosulfate  solution 

Sodium  thiosulfate  5 gms. 

Distilled  water  100  cc 

6.  10  per  cent  silver  nitrate  solution 

Silver  nitrate  10  gms. 

Distilled  water  100  cc 

7.  5 per  cent  anhydrous  sodium  carbonate 
solution 

Anhydrous  sodium  carbonate  5 gms. 
Distilled  water  100  cc 

This  solution  should  be  freshly  prepared. 

8.  Medium  strength  ammoniated  silver 
carbonate  solution 

10%  silver  nitrate  5 cc 

5%  Anhydrous  sodium  carbonate  15  cc 
Concentrated  ammonium  hydroxide 
( drop  by  drop)  until  the  precipitate 
is  completely  dissolved 
Distilled  water  20  cc 

Of  the  three  concentrations  of  ammoni- 
ated silver  carbonate  devised  by  Rio  Hor- 
tega32  — weak,  medium,  and  strong  — the 
medium  strength  definitely  fulfills  the  re- 
quirements best  as  regards  the  delineation 


Fig.  1.  Ependymoma  ( Glioepithelioma,  Rio 
Hortega’s  Classification),  showing  a diffuse 
distribution  of  the  tumor  cells  with  large 
rounded  or  oval  nuclei.  Note  that  in  the  upper 
part  of  the  illustration  represent  glioependymal 
cells  lining  the  surface  of  the  tumor;  Ammoni- 
ated silver  carbonate-formol  (Rio  Hortega’s 
general  impregnation). 


Fig.  2.  Ependymoblastoma  (Glioblastoma  isomorpho,  Rio  Hortega’s  Classification).  Fairly  marked 
orientation  of  tumor  cells  to  blood  vessels.  Note  characteristic  shape  of  nuclei  and  tendency  of 
tumor  cells  to  form  “gliovascular  system;”  Ammoniated  silver  carbonate  - water  - formol  (Variant  I). 


Fig.  . Medulloblastoma  (Neuroblastoma,  Rio  Hortega’s  Classification).  The  tumor  cells  are 
arranged  in  pseudorosette  formation;  Ammoniated  silver  carbonate  - alcohol  - formol  (Variant  11). 
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of  the  architecture  of  the  tissue  and  en- 
sures the  proper  intensity  of  staining.  It 
was  found  that  with  the  weak  solution  the 
depth  of  impregnation  was  spotty  and  ir- 
regular while  with  the  strong  solution  the 
depth  of  staining  was  increased  so  much 
that  contrast  was  not  properly  developed. 
The  solution  is  ready  for  use  in  4 to  8 
days  and  improves  with  age. 


C.  Clearing  Mixtures 

1.  Carbolic  acid  - Xylol 

Carbolic  acid  20  cc 

Xylol  60  cc 

or 

2.  Carbolic  acid  - Creosote  - Xylol  or  Toluol 

Carbolic  acid  10  cc 

Creosote  10  cc 

Xylol  or  Toluol  80  cc 


Carbolic  acid  crystals  are  dissolved  by 
heating.  This  solution  should  be  freshly 
prepared  to  facilitate  clearing  and  handling 
of  the  tissues. 

Note : All  solutions  employed  are  kept  in 
amber  colored  bottles. 

Method 

1.  Fixation  of  the  tissue  is  accomplished  in 
10  per  cent  boiling  formaldehyde  solution 
Tissue  blocks  of  appropriate  size  and  3 

to  4 mm  in  thickness,  are  placed  in  boiling 
formaldehyde  for  1 to  2 minutes.  When 
time  is  not  pressing  the  boiling  may  be 
slightly  prolonged.  Adequate  fixation  is 
essential  for  proper  impregnation  of  the 
sections.  Formaldehyde  is  the  best  fixative 
for  any  metallic  impregnation  and  the  speci- 
fied thickness  of  the  tissue  is  optimum. 

2.  Washing  the  tissue  in  running  tap  water 
Washing  is  necessary  for  the  prompt 

elimination  of  an  excess  of  formaldehyde. 

3.  Cutting  of  frozen  sections 

These  are  cut  at  a thickness  of  10  to  15 
micron  and  are  placed  in  distilled  water  or 
if  desired  directly  into  the  ammoniated 
silver  carbonate  solution  which  is  greatly 
warmed  beforehand  (45  to  50°C  in  oven). 

4.  Impregnation  of  sections  in  silver  car- 
bonate solution 

Sections  are  transferred  to  medium 
strength  silver  carbonate  solution  for  1 to 


3 minutes.  During  this  interval  the  section 
should  show  no  coloration  or  should  turn 
a yellowish-gray. 

5.  Reduction  of  impregnated  sections  in 
1%  neutral  formaldehyde  solution 
Sections  are  then  immersed  and  gently 

agitated  in  the  latter  solution  until  they 
display  a brownish-yellow  color.  If  the 
sections  turn  yellow-gray  in  this  step,  it 
indicates  that  the  period  of  impregnation 
in  step  4 was  too  short  and  this  requires  a 
repetition  of  steps  4 and  5.  In  this  reduc- 
ing procedure  the  formaldehyde  solution 
turns  blackish-gray. 

6.  Washing  sections  in  distilled  water 
The  sections  are  placed  in  distilled  water 

to  eliminate  the  excess  of  the  reducing 
agent.  The  sections  are  now  floated  onto 
slides  and  examined  while  still  wet  or  are 
processed  by  dehydration  for  permanent 
mounting,  since  now  the  maximum  of  nu- 
clear impregnation  and  differentiation  of 
the  cell  cytoplasm  and  of  the  supporting 
stroma  have  occurred  for  microscopic  ex- 
amination. 

Although  the  impregnation  is  completed 
at  this  point,  further  accentuation  of  the 
architecture  of  the  parenchyma  and  stroma 
may  be  achieved  in  the  following  manner: 

7.  Toning  of  sections  in  1/500  gold  chloride 

solution 

Sections  are  placed  in  the  latter  solution 
for  30  seconds  at  room  temperature  or  until 
they  take  on  a uniformly  gray  color.  This 
step  is  optional.  It  reduces  over  impregna- 
tion with  silver  giving  a lighter  stroma  and 
greater  contrast. 

8.  Fixing  of  sections  in  5%  sodium  thio- 
sulphate 

The  sections  are  placed  in  the  mentioned 
solution  of  10  to  20  seconds. 

9.  Washing  sections  in  distilled  water 
The  excess  of  sodium  thiosulphate  is 

removed  by  washing,  and  the  preparations 
are  ready  for  permanent  mounting. 

10.  Dehydration , clearing  and  mounting 
Only  two  alcohols  are  employed  in  this 

process,  80%  and  95%.  The  use  of  absolute 
alcohol  is  not  recommended  as  it  produces 
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Fig.  4.  Glioblastoma  multiforme  ( Glioblastoma  heteromorpho,  Rio  Hortega’s  Classification  ) . 
Three  different  aspects  of  the  tumor:  A,  showing  small  areas  of  initial  necrosis  and  tumor 
cells  grouping  about  necrotic  areas  in  palisade  formation.  Note  marked  cellular  polymorph- 
ism; B,  marked  cellular  polymorphism  of  the  tumor  cells  diffusely  scattered  throughout  the 
stroma.  Note  isolated  giant  tumor  cells  with  many  nuclei  (a,  b,  c,  and  d);  Ammoniated 
silver  carbonate-formol  (Rio  Hortega’s  general  impregnation);  and  C,  two  giant  tumor  cells 
showing  typical  cytomorphologic  characteristics;  Ammoniated  silver  carbonate  - water  - 
formol,  (Variant  I). 
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Fig.  5.  Protoplasmic  astrocytoma  (Protoplasmic  astrocytoma,  Rio  Hortega’s  Classification). 
Diffuse  distribution  of  tumor  cells  having  abundant  angular  cytoplasmic  extensions  and 
eccentric  large  oval  or  rounded  nuclei;  Ammoniated  silver  carbonate  - alcohol  - formol 
(Variant  II). 

Fig.  6.  Fibrillary  astrocytoma  (Fibrillary  astrocytoma,  Rio  Hortega’s  Classification).  Two 
giant  astrocytic  tumor  cells  surrounding  smaller  similar  cells;  Ammoniated  silver  carbonate  - 
alcohol  - formol  (Variant  II). 


shrinkage  of  the  tissue.  Carbol-xylol  or 
carbol-creosote-toluol  mixtures  are  consid- 
ered best  for  clearing  the  sections.  Blotting 
with  dry  filter  paper  without  pressure  and 
mounting  in  balsam  completes  the  pro- 
cedure. 

Thus  with  rapid  ammoniated  silver  car- 
bonate impregnation,  two  types  of  micro- 
scopic preparations  are  possible;  a rapid 
temporary  and  a permanent  preparation. 

The  addition  of  the  two  following  vari- 
ants performed  simultaneously  with  the 
general  procedure  greatly  facilitates  the 
study  of  nuclear  and  cytoplasmic  definition 
of  the  neoplastic  cells  and  their  supporting 
stroma. 

Variant  I.  Ammoniated  Silver  Carbonate  - 
Water  - Formaldehyde 

1.  Frozen  sections  are  placed  in  distilled 
water. 

2.  Medium  ammoniated  silver  carbonate 


solution  for  1 to  3 minutes. 

3.  Wash  sections  individually  in  distilled 
water  for  10  to  20  seconds. 

4.  Reduce  in  1 % neutral  formol  solution. 

5.  Wash  in  distilled  water. 

The  sections  are  now  placed  on  the  slide 
and  are  ready  for  examination  either  wet 
or  they  may  be  processed  as  permanent 
sections  (see  above).  The  introduction  of 
step  3 in  the  general  technique  permits 
better  visualization  of  the  nuclear  structure 
of  the  neoplastic  cell  as  well  as  the  support- 
ing connective  tissue,  blood  vessels  and  of 
inflammatory  and  wandering  cells. 

Variant  II.  Ammoniated  Silver  Carbonate  - . 
Alcohol  - Formaldehyde 

1.  Frozen  sections  are  placed  in  distilled 
water. 

2.  Medium  ammoniated  silver  carbonate 
solution  for  1 to  3 minutes. 

3.  Wash  sections  individually  in  95%  or 
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Fig.  7.  Oligodendroglioma  (Oligodendroglioma,  diffuse  type,  Rio  Hortega’s  Classification). 
Marked  diffuse  distribution  of  the  neoplastic  cells  throughout  the  tumor.  Note  the  small 
blood  vessels  are  intermingled  with  the  tumor  cells;  Ammoniated  silver  carbonate  - formoi 
(Rio  Hortega’s  general  impregnation). 

Fig.  8.  Neuroblastoma  (Neuroblastoma,  Rio  Hortega’s  Classification).  Mass  of  tumor  cells 
grouped  around  a blood  vessel;  Ammoniated  silver  carbonate  - formoi  (Rio  Hortegas 
general  impregnation). 


absolute  alcohol  for  10  to  20  seconds. 

4.  Reduce  sections  in  1%  neutral  formoi 
solution. 

5.  Wash  in  distilled  water. 

The  sections  are  now  placed  on  the  slide, 
and  are  ready  for  examination  either  wet 
or  they  may  be  processed  as  permanent 
sections  (see  above).  The  introduction 
of  step  3 in  the  technique  permits  better 
study  of  the  cytoplasm  of  the  neoplastic 
cells  as  well  as  of  the  supporting  stroma. 

These  steps  are  clearly  illustrated  in  the 
schematic  drawing. 

Results 

The  study  of  the  various  tissues  of  the 
body  convinced  the  authors  of  the  relia- 
bility and  value  of  this  rapid  method  of 
staining. 

The  simultaneous  employment  of  the 
ammoniated  silver  carbonate  general  tech- 


nique with  its  two  variants  facilitates  the 
study  of  the  architecture  of  the  parenchyma 
and  stroma  of  the  neoplasm  thus  simplify- 
ing the  diagnosis,  which  may  be  made  in 
a surprisingly  short  time. 

With  the  above  method  the  nuclei  of 
the  tumor  cells  are  stained  black  or  brown- 
ish-violet while  the  mitotic  figures  stain 
deep  black.  The  cytoplasm  of  these  cells 
is  yellow  or  yellowish-brown  and  the  con- 
nective tissue  fibers,  principally  the  col- 
lagenous ones  are  red  violet  or  a yellowish- 
brown.  It  is  interesting  that  with  this 
method  the  connective  tissue  cells  encoun- 
tered in  the  supporting  stroma  will  exhibit 
many  surprisingly  clear  and  unexpected 
details  of  their  structure.  These  cells  will 
appear  as  elongated,  angulated  or  branch- 
ing, showing  vacoules  or  granular  inclusions 
in  the  cytoplasm  while  the  structure  of  the 
blood  vessel  is  vivid  and  precise.  Inflama- 
tory  cells  present  in  the  connective  tissue 
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Fig.  9.  Infiltrating  duct  carcinoma  of  breast.  Tumor  cells  extending  in  interlacing  cords  and 
nests  in  dense  connective  tissue;  Ammoniated  silver  carbonate  - formol  (Rio  Hortega’s  general 
impregnation ) . 

Fig.  10.  Infiltrating  transitional  cell  carcinoma  of  the  urinary  bladder.  Mass  of  undifferent  tumor 
cell  with  marked  cellular  polymorphism.  Note  the  large  rounded  nuclei  with  prominent  nucleoli 
and  scanty  cytoplasm;  Ammoniated  silver  carbonate  - formol  (Rio  Hortega’s  general  impreg- 
nation ) . 


Fig.  11.  Bronchogenic  carcinoma,  squamous  cell  type.  A group  of  tumor  cells  extending  in  cords 
varying  in  size  and  shape;  Ammoniated  silver  carbonate  - water  - formol  (Variant  I). 


Fig.  12.  Comedocarcinoma  of  the  breast.  Segment  of  duct  showing  arrangement  of  the  neoplastic 
cells.  Note  in  (a)  partially  filled  lumen  with  inflamatory  cells,  and  (b)  elongated  fibroblasts 
and  fibers  loosely  surrounding  the  periphery  of  the  duct;  Ammoniated  silver  carbonate  - alcohol 
(Variant  II). 
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Fig.  13.  Neoplastic  cells:  A and  B,  Anaplastic  cells  in  bronchogenic  carcinoma  showing  vari- 
ous sizes  and  shapes  in  the  cellular  morphology;  Ammoniated  silver  carbonate  - formol 
(Rio  Hortega’s  general  impregnation).  C,  Anaplastic  tumor  cells  from  carcinoma  of  the 
breast  and  atypical  mitotic  figures  (m);  Ammoniated  silver  carbonate  - -water  - formol  - 
(Variant  I);  and  D,  Anaplastic  tumor  cells  in  carcinoma  of  the  stomach  showing  large 
rounded  nuclei  with  prominent  nucleoli  scanty  cytoplasm.  Note  the  presence  of  vacuoles  in 
the  cytoplasm  of  two  tumor  cells;  Ammoniated  silver  carbonate  - alcohol  -formol  (Variant  II). 
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such  as  histiocytes,  monocytes,  lympho- 
cytes, plasma  cells  and  polymorphonuclear 
leukocytes  are  also  clearly  visualized. 

From  the  illustrations  accompanying  this 
study,  it  is  clear  that  the  ammoniated  silver 
carbonate  impregnation  may  permit  rapid 
diagnosis.  It  is  also  evident  from  the  ex- 
cellent impregnation  of  different  structures 
that  this  technique  is  of  value  not  only  in 
practical  application  but  also  in  its  basic 
or  academic  aspects. 

The  diagnosis  of  ependymomas,  ependy- 
moblastomas  and  medulloblastomas  shown 
in  figures  1,  2 and  3 respectively  is  rela- 
tively easy  because  of  the  characteristic 
distribution  and  disposition  of  the  tumor 
cells.  Thus,  figure  1 shows  differentiated 
ependymal  cells  with  a grouping  in  masses 
and  a tendency  to  form  “true  rosettes In 
figure  2 the  less  differentiated  ependymal 
cells  are  characteristically  disposed  around 
the  blood  vessels  with  a tendency  to  form 
“ gliovascular  systems'  of  Rio  Hortega,, 
while  figure  3 shows  a distinct  formation  of 
“ pseudorosettes ” which  are  fairly  charac- 
teristic of  the  medulloblastoma. 

The  more  interesting  findings  developed 
in  this  manner  occur  in  the  glioblastoma 
multiforme  in  which  the  rich  vascularity 
of  the  tumor,  its  cellular  polymorphism  and 
its  tendency  to  palisade  formation  are  dem- 
onstrated. Figure  4 A,  B and  C shows  as- 
pects of  the  architecture  of  this  tumor. 

By  this  method  the  nature  of  astroblas- 
tomas  and  astrocytomas  is  clearly  revealed 
by  demonstrating  the  cytoplasmic  processes 
of  their  cells.  Figures  5 and  6 clearly  illus- 
trate the  protoplasmic  and  fibrillary  types 
of  astrocytoma. 

Very  cellular  tumors  such  as  oligoden- 
drogliomas and  neuroblastomas  may  be  con- 
fusing and  difficult  to  diagnose,  but  one  may 
perceive  some  difference  between  these 
tumors.  In  the  oligodendrogliomas  abund- 
ant small  blood  vessels  are  intermingled 
with  the  tumor  cells,  while  in  the  neuro- 
blastomas the  tumor  cells,  have  a tendency 
to  surround  a small  blood  vessel  and  to 
form  pseudorosettes.  These  characteristics 


are  illustrated  in  figures  7 and  8.  The  ap- 
plication of  this  method  in  the  diagnosis 
of  other  tumors  brings  out  their  details 
with  remarkable  clarity  as  can  be  seen  in 
figures  9,  10,  11  and  12.  In  figure  13,  A, 
B,  C and  D different  types  of  highly  ana- 
plastic cells  in  various  tumors  are  illus- 
trated. Their  cells  are  so  well  defined  struc- 
turally and  morphologically  that  confusion 
cannot  occur. 

Finally,  typical  and  atypical  mitotic 
figures  are  beautifully  brought  out  by  the 
metallic  impregnation  as  can  be  observed 
in  figures  13C,  and  14. 

Discussion 

The  development  of  microscopic  anatomy 
has  contributed  much  to  knowledge  con- 
cerning health  or  disease  of  tissues.  Many 
of  the  significant  discoveries  in  the  field 
of  medicine  were  revealed  with  the  aid  of 
metallic  impregnation.  Even  the  use  of 
the  proposed  simple  silver  impregnation 
technique  in  this  paper  reveals  much  as 
indicated  in  the  accompanying  illustra- 
tions. With  this  method  the  pathologist 
can  be  assured  of  an  easier  interpretation  of 
the  microscopic  picture,  because  the  archi- 
tecture is  so  well  revealed  and  is  less  ade- 
quately brought  out  by  other  methods.  In 
a review  of  the  literature,  the  authors  failed 
to  find  an  impregnation  method  applied 
to  general  body  tissue. 

In  1918,  Rio  Hortega23  observed  that  his 
practical  method  of  ammoniated  silver  car- 
bonate could  be  applied  to  general  body 
tissue  as  well  as  to  nervous  tissue.  While 
he  and  his  followers  gained  fame  with  their 
silver  impregnation  methods  and  gave  us 
much  of  the  knowledge  of  nervous  tissues 
we  have  today,  the  application  of  this 
method  to  general  body  tissues  was  all  but 
forgotten.  The  latter,  however,  in  the 
hands  of  Rio  Hortega,  because  of  its  sim- 
plicity, directness  and  gratifying  results 
also  did  much  to  further  our  information 
in  general  histology  of  tissues.  The  struc- 
tures developed  by  this  method  are  so 
clearly  defined  that  it  can  be  compared 
with  the  impregnation  methods  of  Cajal,7>8 
Bielschowsky,4  and  Achucarro.1-2 
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Fig.  14.  Squamous  cell  carcinoma  of  the  larynx, 
showing  the  characteristic  arrangement  of  the 
neoplastic  cells  and  numerous  typical  and 
atypical  mitotic  figures;  Ammoniated  silver  car- 
bonate - water  - formol  (Varient  I). 

In  1936,  Sanchez-Perez37  described  Rio 
Hortega’s  silver  impregnation  with  differ- 
ent variants  and  their  practical  uses  in 
histologic  studies.  Similarly,  German12  in 
1938  published  three  paper  dealing  with 
many  of  Hortega’s  silver  impregnation. 

This  information  was  gratefully  received 
in  general  but  relatively  few  adopted  its 
employment  although  the  interest  in  it 
continues  to  increase  to  date. 

Among  the  outstanding  investigators  in 
the  latter  group  who  made  many  contribu- 
tions in  the  literature  supporting  the  uni- 
versal applicability  of  the  ammoniated  sil- 
ver carbonate  impregnation  method  are. 
Alberca  Lorente,  Alvarez  Cascos,  Bruno, 
Collado,  Costero,  Encinas,  Gallego,  Jabon- 
ero,  Jimenez  De  Asua,  Lopez  Enriquez,  Or- 
tiz Picon,  Perez  Lista,  Polak,  Prado  and 
many  others.  In  the  United  States  and 
Canada  such  investigators  as  Alpers,  Bailey, 
Bucy,  Cone,  Courville,  Ferraro,  Globus, 
Haymaker,  Kernohan,  Penfield,  Scharen- 


berg,  Weil  and  others  also  made  excellent 
contributions  by  this  method. 

In  1948,  Yue,  Riley,  Miller  and  Scharen- 
berg42  applied  this  method  of  staining  to 
vaginal  and  cervical  smears  with  satisfac- 
tory results.  While  later,  in  1950  Cabieses- 
Molina6  in  collaboration  with  Adamkiewicz 
applied  the  rapid  ammoniated  silver  car- 
bonate method  to  “smears”  from  brain 
tumors.  They  found  this  method  inter- 
esting and  useful  in  the  study  of  the  cyt- 
ology of  the  tumors  arising  in  nervous  tis- 
sue. These  authors  found  that  the  com- 
ponents of  the  architecture  of  the  gliomas 
are  well  brought  out  by  this  method.  How- 
ever these  innovations  are  not  new  since 
Rio  Hortega  in  Spain,  Moyano,  Prado  and 
Polak  in  Argentina,  Bruno  in  Uruguay, 
Encinas,  Ravens  and  Olga  Palacios  in  Peru, 
Ortiz  Picon  in  Colombia,  Herrera  in  Pana- 
ma, Leon  Blanco  in  Cuba,  Costero  in  Mex- 
ico and  many  others  had  used  this  method 
extensively  with  excellent  results.  This 
method  is  admittedly  very  useful  and  in- 
teresting when  applied  to  the  study  of  the 
morphology  of  the  individual  tumor  cell 
but  in  order  to  obtain  a bird’s  eye  view  of 
the  whole  picture,  better  results  will  follow 
when  ammoniated  silver  carbonate  impreg- 
nation is  applied  to  frozen  sections. 

Conclusion 

In  the  present  paper  the  authors  present 
Rio  Hortega’s  rapid  ammoniated  silver  car- 
bonate impregnation  method  and  also  in- 
troduce two  variants  for  a better  differen- 
tiation of  the  neoplastic  tissue  in  the  brain 
and  other  organs. 

The  ammoniated  silver  carbonate  im- 
pregnation is  easily  carried  out.  It  permits 
a splendid  contrast  in  the  resulting  pictures 
with  little  effort  and  expense. 
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IN  MEMORIAM 

The  death  at  age  61  of  Louis  M,  Orr,  M.D.,  immediate  past  president  of  the 
A.M.A.,  is  a loss  to  the  medical  profession.  Dr.  Orr  was  a distinguished  urologist 
and  surgeon  who  carried  on  a fearless  campaign  to  preserve  the  private  practice 
of  medicine  in  this  country.  Dr.  Orr  will  be  remembered  for  his  appearance  at 
the  Delaware  Academy  of  Medicine  in  October,  1959,  when  he  participated  in 
the  “Seminar  on  Aging”  at  the  Annual  Meeting  of  the  Medical  Society  of 
Delaware. 
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CONFIDENTIALITY  OF  MEDICAL  RECORDS 


Section  9 of  the  Principles  of  Medical  Ethics  of  the  American  Medical 
Association  enunciates  the  standard  of  conduct  with  respect  to  confidences 
entrusted  by  patients  to  a physician  as  follows: 

“A  physician  may  not  reveal  the  confidences  entrusted  to  him  in 
the  course  of  medical  attendance,  or  the  deficiencies  he  may 
observe  in  the  character  of  patients,  unless  he  is  required  to 
do  so  by  law  or  unless  it  becomes  necessary  in  order  to  protect 
the  welfare  of  the  individual  or  of  the  community.” 

The  public  welfare  and  safety,  the  well-being  of  people  as  a whole, 
takes  precedence  over  individual  privilege.  Thus,  there  are  legal  requirements 
to  report  instances  of  communicable  disease  to  designated  health  authorities 
as  an  essential  step  in  controlling  the  spread  of  such  disease.  Birth  certifi- 
cates provide  evidence  as  to  age,  citizenship,  family  relationships  and 
related  needs  both  of  the  individual  and  of  the  society  in  which  he  lives. 
Death  certificates  supply  information  of  utmost  importance  to  bereaved 
families,  and  to  various  medical  health  and  welfare  organizations.  There 
are  laws  requiring  physicians  to  report  injuries  actually  or  possibly  inflicted 
with  firearms,  knives  and  other  weapons. 

Beyond  the  requirements  of  law,  there  are  other  inroads  on  the 
confidentiality  of  medical  records.  The  burgeoning  in  recent  years  of  health 
insurance  plans,  sickness  and  disability  payments  by  employers,  retirement 
programs  and  similar  intrusions  of  valid  third  party  interests  have  com- 
plicated the  patient-physician  relationship.  A physician  can  protect  his 
position  in  the  eyes  of  the  patient  1)  by  obtaining  the  patient’s  consent  to 
release  information  contained  in  the  medical  record,  and  2)  by  supplying 
only  the  information  which  is  actually  pertinent  to  the  needs  of  the  situation. 
Under  legal  requirements  the  physician  should  know  the  purpose  of  the 
law  so  that  discretion  may  be  used  in  determining  the  amount  and  type  of 
information  to  be  supplied.  To  satisfy  claims  under  health  insurance  and 
other  benefit  plans  the  physician  should  select  and  disclose  only  those  facts 
which  expedite  the  adjudication  of  the  claims  and  the  payment  of  proper 
benefits. 

Ethically  the  physician  should  assure  himself  that  the  patient,  his 
relatives,  his  responsible  friends  or  agents  or  legitimate  third  party  concern 
have  such  knowledge  of  the  patient’s  condition  as  will  serve  the  best  interests 
of  the  patient.  Fortunately,  in  most  instances  this  does  not  require  violating 
confidences  or  revealing  deficiencies  the  physician  may  observe  in  the  patient. 
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Legal  Home 
Study  Course 


“Dat  Ole  Debil” 
Nicotine 


Cancer  Progress 


Openings  In  Air 
National  Guard 


“Legal  Problems  in  the  Practice  of  Medicine,”  a home-study  course, 
is  being  offered  as  a joint  project  by  the  AMA  and  the  University  of 
Chicago.  Not  intended  to  make  lawyers  out  of  doctors,  the  course 
is  geared  to  the  busy  physician  who  seeks  an  understanding  of  the 
law  as  it  affects  him  in  his  day  to  day  work.  Tuition  is  $35;  text 
and  selected  reading  materials  will  be  purchased  by  the  student 
himself  (approximately  $25);  completed  assignments  may  be  mailed 
in  by  the  registrant  at  his  convenience  but  the  course  must  be  com- 
pleted within  one  year.  The  course  is  also  adaptable  for  group 
study — one  member  submitting  an  enrollment,  paying  tuition  fee 
and  advising  the  home-study  department  of  the  group  enrollment. 
Extra  copies  of  the  syllabus  for  group  members  may  be  purchased 
at  cost  by  the  registrant.  For  enrollment  write:  Desk  LSE,  Home 
Study  Department,  University  of  Chicago,  60th  at  Dorchester, 
Chicago  37,  Illinois. 

Serum  levels  of  cholesterol  and  lipoprotein  appear  to  be  higher  in 
smokers  than  in  non-smokers,  though  the  uncomplicated  effect  of 
nicotine  on  these  levels  is  not  yet  clear,  according  to  Upjohn  Ab- 
stract. Studies  show  that  nicotine  is  capable  of  increasing  the 
following:  heat  production,  oxygen  consumption,  metabolic  rate, 
and  blood  sugar.  It  has  been  shown  to  possess  anticholinesterase 
activity,  and  there  are  reports  that  ascorbic  acid  may  be  depleted 
to  a significant  extent. 

Results  of  a study  indicating  that  the  structure  and  behavior  of 
human  skin  epithelial  cells  are  governed  by  their  connective  tissue 
environment  have  been  released  by  the  National  Cancer  Institute. 
Skin  epithelial  cells  from  11  patients — 9 who  had  skin  cancer,  one 
with  mild  psoriasis  and  one  with  no  skin  disorder — were  trans- 
planted with  and  without  their  connective  tissue  to  new  places  in 
their  hosts.  Only  when  the  connective  tissue  was  included  did 
the  transplanted  cells  survive  and  retain  their  original  characteristics. 
Otherwise,  they  either  degenerated  or  developed  structural  features 
often  resembling  epithelium  normally  resident  at  the  new  sight. 

The  Delaware  Air  National  Guard  is  in  the  process  of  activating  a 
new  unit,  the  166th  USAF  Dispensary.  It  will  provide  four  openings 
for  professional  personnel  with  salaries  as  follows: 

Lt.  Col  (including  flight  pay)  $2,576 
Major  (including  flight  pay)  $2,304 
Major  $1,135 

Captain  $1,074 

Estimates  are  based  on  full  participation.  It  will  afford  members 
a chance  of  seeing  the  world  as  the  Air  National  Guard  will  fly  a 
world-wide  support  mission  for  the  Armed  Forces.  Membership 
places  a physician  in  a draft  deferred  status. 
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Begin  With  “Jin” 


At  the  10th  Annual  Meeting  of  ACOG,  the  College  agreed  to  pro- 
nounce the  word  “gynecologist”  with  the  first  syllable  as  in  “jin.” 


Anti-Measles 
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Generic  Drug 
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The  magnitude  of  the  measles  problem,  causing  several  hundred 
deaths  in  the  United  States  each  year,  has  prompted  a three -day 
international  conference  on  measles  immunization  to  be  held  Novem- 
ber 7-9  at  the  NIH,  Bethesda,  under  joint  sponsorship  of  the 
University  of  Colorado,  National  Institute  of  Allergy  and  Infectious 
Diseases,  and  the  Division  of  Biologic  Standards.  Attack  rate  among 
children  in  most  countries  is  comparable  with  ours,  however  in 
developing  areas  where  nutrition  and  modern  medical  facilities  are 
less  optimal,  mortality  can  be  significant — reaching  at  times  10% 
or  more.  Measles  is  a world  wide  problem. 


Passage  of  legislation  requiring  pharmaceuticals  to  be  sold  under 
generic  names  would  place  public  health  in  jeopardy,  warned  Theo- 
dore G.  Klumpp,  M.D.,  president  of  Winthrop  Laboratories.  All 
drugs  containing  the  same  active  ingredients  are  not  identical,  he 
told  the  physicians  attending  the  Annual  Meeting  of  the  Massa- 
chusetts Medical  Society.  Those  manufacturers  who  have  confidence 
in  their  products  give  them  brand  names.  The  substitutions  of 
generic  names  for  brand  names  would  have  the  additional  effect  of 
discouraging  investment  in  scientific  research. 


David  J.  Reinhardt,  M.D.,  was  elected  president  of  the  Delaware 
Heart  Association,  succeeding  Robert  L.  Dewees,  M.D.  . . . Eugene 
R.  McNinch,  M.D.,  member  of  the  Public  Laws  Committee,  testi- 
fied for  the  Medical  Society  of  Delaware  against  the  bill  requiring 
referenda  for  fluoridation  at  a State  Senate  hearing  . . . Otakar  J. 
Poliak,  M.D.,  director,  presided  at  a conference  on  cardiovascular 
tissue  culture  held  at  the  Dover  Research  Center  and  delivered  a 
paper  on  nicotine  and  cigarette  smoke  . . . Leonard  P.  Lang,  M.D., 
spoke  to  the  Delaware  Society  of  Medical  Laboratory  Technicians 
. . . Harold  Tarrant,  M.D.,  spoke  on  Detection  and  Education  as  a 
Year  Around  Program;  David  Levitsky,  M.D.,  spoke  on  Diets  for 
Juveniles;  Leonard  Tucker,  M.D.,  spoke  on  How  to  Regulate  the 
Diabetic  Diet  in  Illness  at  a meeting  of  the  lay  society  of  the 
Delaware  Diabetes  Association  at  the  Academy  of  Medicine  . . . 
Floyd  I.  Hudson,  M.D.,  welcomed  the  audience  to  the  Nursing 
Home  Institute  Program;  Arthur  J.  Heather,  M.D.,  spoke  on  Re- 
habilitation and  A.  J.  Morris,  M.D.,  spoke  on  the  topic,  What  do 
Doctors  Expect  of  Nursing  Homes  . . . James  Beebe,  Sr.,  M.D.,  was 
written  up  in  the  Wilmington  Morning  News  on  the  occasion  of  his 
80th  birthday,  spotlighting  his  contribution  to  Lewes  as  a physician 
and  a man  . . . Elizabeth  Miller,  M.D.,  was  guest  speaker  at  the 
Aldersgate  Methodist  Church.  Topic:  My  Sojourn  in  Nepal  as  a 
Medical  Missionary  . . . Douglas  W.  MacKelcan,  M.D.,  won  the 
finals  in  the  New  Castle  County  Medical  Society  Golf  Tournament 
with  low  net;  Drs.  Frederick  A.  Bowdle  and  Haynes  B.  Cates  tied 
with  high  gross  . . . 
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THE  FIRST  STATE  — 

From  time  to  time  this  column  has  been 
a sounding  board  for  the  excellent  medicine 
found  in  this  little  state.  In  the  present 
issue,  among  several  excellent  articles,  we 
have  two  of  outstanding  merit  in  that  they 
represent  original  investigation.  The  one 
by  Flinn  and  D’Alonzo  is  an  impartial  in- 
vestigation of  Lipoic  Acid  as  a form  of 
treatment  for  diabetes.  Their  investiga- 
tion and  their  conclusions  are  fair  and 
conservative.  They  fully  realize  that  the 
dose  employed  may  have  been  too  small 
but,  on  the  other  hand,  they  are  well  aware 
of  the  fact  that  larger  doses  may  cause 
toxic  symptoms. 

The  article  by  Ravens  and  his  colleagues 
is  a reflection  of  the  excellent  neuro-sur- 
gical  coverage  that  we  are  fortunate  enough 
to  have  here  in  the  State  of  Delaware. 


UNCLE  JOE  — 

The  twenty-fifth  anniversary  of  gradua- 
tion from  medical  school  is  a unique  mile- 
stone in  one’s  professional  life.  One  usually 
goes  back  to  this  reunion  to  see  how  his 
classmates  have  aged  while  he  has  remained 
exactly  the  same  over  this  period  of  time. 

Everything  seems  to  have  increased  at 
a Twenty-fifth  Reunion  except  the  hair 
and  the  teeth.  The  weight,  waistline,  bi- 
focals, and  verbosity  usually  have  increased 
tremendously. 


At  a recent  Silver  Anniversary,  it  was 
sad  to  see  one  of  our  old  teachers  sitting 
off  in  the  corner.  We  shall  call  him  Uncle 
Joe,  although  his  name  is  not  Joseph.  We 
all  remembered  Uncle  Joe  as  one  of  our 
most  brilliant  teachers.  His  demonstration 
of  physical  findings  and  his  confirmation 
of  these  findings  by  x-ray  and  other  studies 
left  a lasting  impression  with  us  and,  to 
no  small  degree,  made  all  of  us  better 
doctors. 

Uncle  Joe  was  unhappy  because  twenty  - 
five  years  have  passed  and  have  found  him 
pushed  off  into  the  sidelines.  The  medical 
teachers  of  today  do  not  concentrate  upon 
the  bedside  teaching,  the  painstaking  his- 
tory taking  or  the  meticulous  physical  diag- 
nosis. Today’s  teachers  are  from  the  lab- 
oratory and  from  the  ivy  towers.  They 
would  not  dare  digitalize  a patient  without 
first  having  circulation  time  and  venous 
pressure  if,  in  fact,  they  do  not  have  a 
cardiac  catheterization. 

No  one  doubts  that  there  is  a place  in 
modern  medicine  for  the  laboratory.  Its 
overemphasis,  however,  can  be  just  as 
harmful  as  its  neglect.  It  is  up  to  the 
deans  of  our  medical  faculties  to  keep  these 
two  important  fields — clinical  and  labora- 
tory medicine — in  their  true  balance  and 
perspective. 

Let  us  hope  that  someday  our  sons  will 
have  the  benefit  of  the  same  brilliant 
teaching  that  we  had  from  men  such  as 
Uncle  Joe. 
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Recent  Accessions  to  the  Library  of  the 
Delaware  Academy  of  Medicine 


Bacteriology  and  Immunology 

Gunsalus,  I.  C.  and  Stanier,  Roger  Y.  eds. : 
The  Bacteria,  Vol.  II,  The  Metabolism,  19G1. 
Academic  Press 

Zdrodovskii , P.  F.  and  Golinevich,  H.  M.\  The 
Rickettsial  Diseases  1960.  Pergamon  Press 

Cardiovascular  System  (See  also  Obstetrics  and 

Gynecology) 

Bock,  K.  D.  and  Cottier,  P.  T.,  eds.:  Essential 
Hypertension,  1960.  Springer- Verlag 

Daley , Raymond;  Goodwin,  John  F.  and  Steiner, 
Robert  E.  eds.:  Clinical  Disorders  of  the 
Pulmonary  Circulation,  1960.  Little,  Brown 
and  Company 

Edwards,  Jesse  E. : An  Atlas  of  Acquired  Dis- 
eases of  the  Heart  and  Great  Vessels,  Vol. 
I,  II,  III,  1961.  Saunders 

Gordon,  Burgess,  L.  ed. : Clinical  Cardiopul- 
monary Physiology,  1960.  2nd  ed.  Grune  and 
Stratton 

Harley,  H.  R.  S.:  Modern  Trends  in  Cardiac 
Surgery,  1960.  Hoeber 

Jacobs,  A.  L.:  Arterial  Embolism  in  the  Limbs, 

1959.  Livingstone 

Massie,  Edward  and  Walsh,  Thomas  J .:  Clini- 
cal Vectorcardiography  and  Electrocardio- 
graphy, 1960.  Year  Book 

Ongley,  P.  A.;  Sprague,  Howard  B.;  Rappaport, 
M.  B.;  and  Nadas,  A.  S.:  Heart  Sounds  and 
Murmurs,  1960.  Grune  and  Stratton 

Phibbs,  Brendan:  Cardiac  Arrhythmias,  1961. 
Mosby 

Rushmer,  Robert  F.:  Cardiovascular  Dynamics, 
1961.  Saunders 

Taussig,  Helen  B.:  Congenital  Malformations 
of  the  Heart,  2nd  ed.,  1960.  Harvard  Univer- 
sity Press 

Dentistry  (See  also  Psychiatry) 

Cheraskin,  E.:  Diagnostic  Stomatology,  1961 
McGraw-Hill 

Collins,  Leon  H.  and  Crane,  Martin  P.:  In- 
ternal Medicine  in  Dental  Practice,  1960, 
5th  ed.  Lea  and  Febiger 

Hine,  Maynard  K. : Review  of  Dentistry,  3rd 
ed.,  1961.  Mosby 

Johnston,  John  F.;  Phillips,  Ralph  W.;  and 
Dykema,  Roland  W.:  Modern  Practice  in 
Crown  and  Bridge  Prosthodontics,  1960. 
Saunders 

Silverman,  Sidney  I.:  Oral  Physiology,  1961. 
Mosby 


Dermatology 

Pills  bury , Donald  M.;  Shelley,  Walter  B.  and 
Kligman,  Albert  M.:  A Manual  of  Cutaneous 
Medicine,  1961.  Saunders 
Sulzberger,  Marion  B.;  Wolf,  Jack  and  Witten, 
Victor  H.:  Dermatology,  Diagnosis  and 

Treatment,  2nd  ed.,  1961.  Year  Book 
Endocrinology  and  Metabolism 

Ciba  Foundation:  Metabolic  Effects  of  Adrenal 
Hormones,  1960.  Little,  Brown  and  Company 
Ciba  Foundation:  Adrenergic  Mechanisms, 

1960.  Little,  Brown  and  Company 
Monograph  on  Diabetes,  1960.  Upjohn  Com- 
pany 

Gastrointestinal  System 
Jones,  F.  Avery  and  Gummer,  J.  W.  P.:  Clini- 
cal Gastroenterology,  1960.  Thomas 
Keele,  Kenneth  D.  and  Matheson,  Norman  M. : 
Intra-Abdominal  Crises,  1961.  Butterworth 
Hematology 

Henry  Ford  Hospital  International  Sympo- 
sium: Blood  Platelets,  1961.  Little,  Brown 
and  Company 
Infectious  Diseases 

The  Study  of  Influenza,  1960.  U.S.  Department 
of  Health,  Education  and  Welfare 

Medicine  (see  also  Dermatology,  Dentistry,  Uro- 
genital System) 

Brahdy,  Leopold:  Disease  and  Injury,  1961. 
Lippincott 

Jones,  Mary  S.:  An  Approach  to  Occupational 
Therapy,  1960.  Butterworth 
Morgagni,  John  Baptist:  The  Seats  and  Causes 
of  Diseases,  1960.  Vol.  1,  2 and  3.  Hafner 
Miscellaneous 

Armstrong,  Harry  G.:  Aero-Space  Medicine, 

1961.  Williams  and  Wilkins 

Garland,  Joseph  and  Stokes,  Joseph,  III:  The 
Choice  of  a Medical  Career,  1961.  Lippincott 
McFadden,  Charles  J.:  Medical  Ethics,  5th 
ed.,  1961.  Davis 

Nagan,  Peter  S.:  Medical  Almanac,  1961-62 
Saunders 

Sells,  S.  B.  and  Berry,  Charles  A.,  eds.:  Human 
Factors  in  Jet  and  Space  Medicine,  1961. 
Ronald  Press 

Stern,  Curt:  Principles  of  Human  Genetics, 
1960,  2nd  ed.  W.  H.  Freeman  and  Company 
V oino-Y asenetskii,  A.  V. : Evolutionary  Regu- 
larities as  Reflected  in  the  Epileptiform  Re- 
action of  Animals  to  High  Partial  Oxygen 
Pressure,  1958.  Academy  of  Sciences  of 
U.S.S.R. 

(To  be  continued) 
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MESSAGE  FROM  OUR  PRESIDENT 


The  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware  is  proud  of  its  work 
in  health  careers. 

The  committee  arranged  programs  for 
the  Rotary  Club  of  Wilmington  and  the 
Lions  Club  of  Milford.  As  a result  of  these 
programs  the  Rotary  Club  financed  eight 
nursing  awards  and  one  in  medical  tech- 
nology, while  the  Lions  Club  granted  two 
nursing  awards.  Members  of  the  committee 
on  health  careers  did  all  the  processing  of 
applicants  for^ scholarships  given  by  these 
organizations.  The  selection  of  recipients 
was  left  entirely  in  their  hands. 

There  has  been  excellent  newspaper 
coverage  following  programs  planned  and 
arranged  by  this  committee  for  service 
groups.  Last  year  the  chairman  was  guest 
speaker  at  the  Rotary  Club  and,  as  a result 
of  the  newspaper  publicity,  the  auxiliary 
was  approached  by  representatives  of  an 
educational  television  channel  to  arrange 
periodic  programs.  This  channel  is  ex- 
pected to  start  programming  sometime  in 
the  next  year.  With  the  advice  of  the  ad- 
visory board  of  the  Medical  Society  of  Del- 


aware, we  consented  to  arrange  and  or- 
ganize such  a program. 

Another  very  important  project  of  our 
auxiliary  is  working  on  medical  legislation. 
This  spring  the  entire  state  has  been  con- 
cerned with  “Operation  Coffee  Cup.”  Each 
member  of  the  Auxiliary  has  been  asked  to 
invite  a small  group  of  her  friends  to  hear 
a record  by  Ronald  Reagan.  He  has  made 
this  record  to  state  his  views  on  medical 
legislation.  We  hope  to  give  our  friends 
a more  thorough  understanding  of  current 
legislation  before  Congress.  If  all  our 
members  and  their  friends  would  write 
their  senators  and  congressman,  perhaps 
they  can  be  persuaded  to  try  the  Kerr- 
Mills  bill  before  passing  other  medical 
legislation. 

It  has  been  a pleasure  to  work  with  all 
my  committee  members  and  the  county 
auxiliaries.  Our  Auxiliary  has  important 
contributions  to  make  in  several  fields;  I 
have  been  able  to  mention  only  two  of 
particular  concern.  I am  looking  forward 
to  working  with  everyone  for  the  remainder 
of  my  term. 

Mrs.  J.  Leland  Fox 


NURSES  WITH  LEADERSHIP  POTENTIAL 

The  NLN  Fellowship  Program  provides  funds  to  subsidize  programs  of 
advanced  study  for  nurses  of  proven  ability.  Fellowships  are  awarded  to 
qualified  applicants  irrespective  of  race,  creed,  sex,  or  national  origin.  Eligi- 
bility requirements  are:  1.  Freedom  to  pursue  a full-time  program  of 
master’s  or  post-master’s  degree  study.  2.  Acceptance  by  a recognized 
university.  3.  United  States  citizenship  or  first  papers.  For  particulars, 
contact  National  League  for  Nursing,  10  Columbus  Circle,  N.Y.  19,  N.Y. 
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ife  (diphenhydramine  hydrochloride,  Parke-Davis)  is  available 
^Kling:  Kapseals®  of  50  mg,;  Capsules  of  25  mg.;  Emplets® 
of  50  mg.;  in  aqueous  solution's:  1-cc.  Ampoules,  50  mg,  per 
iVrais,®  10  mg.  per  cci;  Elixir,  10  mg.  per  4 cc.«,  2%  Ointment 
^Se'als  of  50  mg,  BENADRYL  Hydrochloride  with  25  mg. 
ops:  Avoid  subcutaneous  or  perivascular  injection.  Single 
than  100  mg.  shoo  Id  be  avoided,  particularly  in  hyperten- 


BENADRYL  Hydrochl 
in  a variety  of  forms 
(enteric-coated  tab® 
ice.;  10-  and  30-cc.  Jfl 
(water-misdbte  base 
ephedrine  suifate.  Pr 
parenteral  cosage  gn 
sion  and  sardtac  disc 


if  atropine- 1 ike  effects  are  Undesirable;  or  if  the 
ig  alertness  or  rapid,  accurate  response. 


ient  en| 


What  may  be  insignificant  undergrowth  to  some,  can  seem  to  engulf 
others  who  suffer  from  weed-pollen  allergy.  For  such  patients,  benadryl 
provides  a twofold  therapeutic  approach  to  the  management  of  distress- 
ing symptoms. 

antihistaminic  action  A potent  antihistaminic,  benadryl  breaks 
the  cycle  of  allergic  response,  thereby  relieving  nasal  congestion,  sneez- 
ing, lacrimation,  and  pruritus. 


antispasmodic  action  Because  of  its  inherent  atropine-like  prop- 
erties, benadryl  affords  concurrent  relief  of 
bronchial  and  gastrointestinal  spasm.  61g61 

PARKE,  DAVIS  & COMPANY.  Detroit  32,  Michlgtn 


PARKE- DAVIS 
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PERMITIL 

An  Evaluation  of  Its  Use  In  Psychiatric  Outpatientsf 


• The  extensive  use  of  tranquilizers  by  gen- 
eralists suggests  the  pertinence  of  studies 
evaluating  individual  drugs  for  clinical  use. 
The  following  article  concerns  the  potency  and 
safety  of  Permitil. 


The  discovery  of  the  tranquilizing  effects 
of  Thorazine,  the  first  derivative  of  the 
phenothiazine  molecule,  initiated  a series 
of  investigations  aimed  at  developing  a 
more  efficient  phenothiazine  tranquilizing 
agent.  Researchers  set  out  to  find  a deriva- 
tive with  a potency  as  great  or  greater  than 
Thorazine  but  with  no  disturbing  side 
effects.  Mepazine  (Pacatal)  and  proma- 
zine (Sparine)  were  two  of  the  first  deriva- 
tives to  emerge  from  this  search.  These 
tranquilizers,  which  were  derived  by  elimin- 
ating the  chlorine  atom  on  the  phenothia- 
zine ring,  were  less  potent  than  Thorazine 
and  yet  produced  as  many  side  effects.  This 
suggested  that  a better  approach  to  the 
problem  might  be  one  aimed  at  enhancing 
potency  rather  than  by  reducing  it.  More 
powerful  derivatives  should  produce  the 


Dr.  Flaherty  is  Chief,  Psychiatric  Service,  St.  Francis  Hospital, 
Wilmington,  Delaware,  and  Consulting  Psychiatrist,  Student 
Health  Service,  University  of  Delaware,  Newark,  Delaware. 

fThis  study  was  conducted  with  the  assistance  of  the  Medical 
Research  Department,  White’s  Laboratories,  Kenilworth,  N.  J. 


James  A.  Flaherty,  M.D. 

desired  tranquilizing  effects  with  lower 
dosages  of  phenothiazine  and  reduce  or 
eliminate  side  effects.  This  approach  led 
to  the  development  of  such  derivatives  as 
prochlorperazine  (Compazine),  perphena- 
zine (Trilafon)  and  thiopropazate  (Dartal). 
These  agents  were  indeed  more  potent  than 
Thorazine,  but  despite  the  fact  that  lower 
dosages  did  produce  the  desired  tranquiliz- 
ing effects,  severe  extrapyramidal  activity 
still  occurred  in  some  cases.  The  first  de- 
rivative which  did  not  produce  extrapyra- 
midal activity  was  thioridazine  (Mellaril) 
but  it  was  less  potent  than  Thorazine.  The 
most  recent  attempts  to  develop  more  phen- 
othiazine tranquilizing  agents  have  used 
fluorine  to  enhance  potency.  These  investi- 
gations yielded  three  new  derivatives,  tri- 
flupromazine  (Vesprin),  trifluoperazine 
Stelazine)  and  fluphenazine  (Permitil). 
Vesprin  proved  to  be  less  potent  than  Com- 
pazine and  to  involve  too  large  amounts  of 
phenothiazine.  Although  Stelazine  was 
more  potent  than  Compazine,  it  produced 
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extrapyramidal  activity.  Permitil  is  still 
in  the  process  of  investigation  but  results 
so  far  have  been  quite  promising.  These 
developments  have  been  reported  in  detail 
in  a recent  publication  by  Friend.3 

Chemical  Properties  Of  Permitil 

Permitil  is  a phenothiazine  derivative 
with  the  following  chemical  structure. 


CH2 


Aydl>2  and  Darling4  report  that  Permitil 
is  the  most  potent  of  all  the  phenothiazine 
derivatives.  Its  speed  and  duration  of  ac- 
tion are  greater  than  that  of  Thorazine. 
Permitil  seems  to  be  sympathicolytic  in 
action.  It  appears  not  only  to  reduce 
anxiety  but  apathy,  indifference  and  an- 
xiety-produced fatigue.  It  is  unique  in 
that  it  does  not  produce  a sedative  or  hyp- 
notic state.  Patients  report  that  they  do 
not  have  that  “drugged”  feeling.  Although 
side  effects  such  as  parkinsonism,  akathisia, 
dyskinesia,  depression  and  nausea  have  been 
observed  during  Permitil  treatment  in  some 
studies,  these  effects  occur  less  frequently 
with  Permitil  than  with  other  phenothia- 
zine derivatives  and  are  usually  associated 
with  higher  dosage  levels. 


Clinical  Results  With  Permitil  Treatment 

Darling4  was  one  of  the  first  to  investi- 
gate the  clinical  effectiveness  of  fluphena- 
zine.  110  hospitalized  females,  75%  of 
whom  were  psychotic  and  25%  psycho- 
neurotic, were  given  fluphenazine  in  dosages 
ranging  from  1 to  180  mg.  per  day.  Dar- 
ling reports  that  therapeutically  fluphena- 
zine, mg.  per  mg.  was  at  least  25  times, 
if  not  more,  effective  than  Thorazine.  Symp- 
toms of  both  acute  and  chronic  psychotics 
were  reduced  and  10%  of  these  patients 
were  paroled  or  sent  home.  66%  of  the 
psychoneurotics  showed  marked  or  mini- 
mal improvement.  Only  23%  of  these  pa- 
tients (6  cases)  did  not  improve.  Parkinson- 
ism was  observed  in  31%  of  the  cases  and 
akathisia  and  depression  in  7%.  The  follow- 
ing effects  occurred  less  frequently:  equilib- 
rium disturbance,  neurocirculatory  collapse, 
flushing,  nasal  congestion,  polyuria,  leuko- 
penia, propulsion,  edema,  abdominal  and 
jaw  spasms. 

Ayd1  used  fluphenazine  in  the  treatment 
of  200  ambulatory  and  hospitalized  pa- 
tients, representing  a wide  range  of  syn- 
dromes. Dosages  varied  from  1 to  20  mg. 
per  day  and  rapid  improvement  was  ex- 
hibited by  74%  of  these  patients.  Ayd1 
was  quite  impressed  by  the  potency  as 
v/ell  as  the  minimal  sedative,  autonomic 
and  endocrine  effects  of  fluphenazine.  The 
most  common  side  effects  were  akathisia, 
dyskinesia  and  parkinsonism  in  that  order. 
These  effects  usually  occurred  with  dos- 
ages in  excess  of  3 mg.  per  day.  There 
were  no  significant  changes,  however,  in 
hematologic  examinations,  liver  function 
tests  and  urinalysis. 

Taylor8  reports  improvement  in  85% 
of  166  patients,  the  majority  of  whom  were 
hospitalized  psychotics.  The  dosages 
ranged  from  1 to  20  mg.  per  day.  Extra- 
pyramidal  effects  were  noted  in  a few  cases 
who  were  receiving  5 to  10  mg.  per  dajL 

Bodi3  and  his  co-workers  found  73% 
improvement  in  27  cases,  the  majority  of 
whom  were  suffering  from  anxiety  or  other 
psychoneurotic  reactions.  These  results 
were  obtained  with  only  0.5  to  1 mg.  of 


218 


August,  1961 


Permitil  — Flaherty 


Permitil  per  day.  Liver  profiles,  blood  cell 
counts  and  urinalyses  were  not  altered. 
Mild  akinesia  was  observed  in  only  3 cases. 

Olson7  using  only  0.5  to  1.5  mg.  of  Permi- 
til per  day,  likewise  obtained  84%  improve- 
ment with  37  psychoneurotics  seen  in  gen- 
eral practice.  No  side  effects  occurred  in 
his  study. 

In  a recent  publication,  Ayd2  compares 
the  effectiveness  of  Permitil  with  that  of 
other  tranquilizers.  He  reports  that  Permi- 
til is  10  to  20  times  as  potent  as  Thora- 
zine. The  following  agents,  although  they 
were  also  more  potent  than  Thorazine, 
were  less  potent  than  Permitil.  They  are 
in  order  of  decreasing  potency,  Stelazine, 
Trilafon,  Dartal,  Compazine  and  Vesprin. 
Sparin,  Tentone  and  Pacatal  were  less  po- 
tent than  Thorazine.  Ayd  found  no  evi- 
dence of  tolerance  for  or  addiction  to  the 
phenothiazines  but  rather  that  patients 
could  be  sustained  on  progressively  lower 
dosages  of  medication.  There  was  no  jaun- 
dice, dermititis,  agranulocytosis  or  seizures 
associated  with  Permitil  treatment. 

Problem  And  Purpose  Of  This  Study 

The  purpose  of  this  study  was  to  evaluate 
the  effectiveness  of  Permitil  in  the  treat- 
ment of  psychiatric  outpatients.  The  psy- 
chiatrist in  private  practice  is  confronted 
daily  with  individuals  experiencing  varying 
degrees  of  discomfort,  ranging  from  chronic 
fatigue  and  mild  fearfulness  to  acute  panic 
and  disorganization,  all  arising  from  a wide 
range  of  syndromes.  The  majority  of  these 
patients  can  be  relieved  permanently  of 
their  discomfort  only  by  psychotherapy, 
which  requires  some  time  and  affords  little 
immediate  relief.  One  major  problem  for 
the  psychiatrist  is  to  help  these  individuals 
to  continue  to  engage  actively  in  life  and 
therapy,  while  still  experiencing  this  dis- 
comfort. A good  tranquilizing  agent  is 
invaluable  in  this  situation,  both  in  facili- 
tating psychotherapy  and  in  enabling  pa- 
tients with  discomfort  to  remain  in  the 
community  rather  than  to  seek  hospital- 
ization. 


Procedure 

Permitil  was  administered  to  a group  of 
85  individuals  considered  to  be  representa- 
tive of  a typical  psychiatric  outpatient 
population.  Thus  these  patients  varied  in 
age,  sex,  diagnosis,  intensity  and  duration 
of  illness. 

A record  of  the  presenting  symptoms 
and  other  relevant  data  was  made  for  each 
patient  at  the  beginning  of  treatment.  Dur- 
ing the  course  of  treatment,  these  patients 
were  observed  closely  and  the  effectiveness 
of  Permitil  in  reducing  their  presenting 
symptoms  was  rated  on  a 3 point  scale, 
ranging  from  poor  to  good  response.  The 
dosage  and  duration  of  Permitil  treatment 
were  based  on  the  intensity  and  duration 
of  the  presenting  symptoms.  Permitil  was 
administered  orally  via  0.5  to  1.0  mg. 
chronotabs  (repeat-action  tablets). 

Results 

1.  Overall  Reduction  In  Presenting  Symptoms 

Permitil  produced  a significant  reduction 
in  the  presenting  symptoms  of  the  85  psy- 
chiatric outpatients  who  served  as  subjects 
for  this  study.  68  of  these  85  subjects 
obtained  relief  of  their  symptoms  while 
taking  Permitil.  Good  or  marked  reduction 
of  symptoms  was  noted  in  51  of  these  cases, 
fair  or  moderate  reduction  in  17  cases  and 
poor  or  no  reduction  of  symptoms  in  only 
17  cases.  (Figure  I)  Using  chi  square,  it 

Figure  I 
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was  determined  that  this  reduction  was 
highly  significant,  occurring  at  the  .001 
level;  i.e.,  it  could  have  occurred  by  chance 
in  only  one  in  one  thousand  trials. 

2.  Reduction  In  Presenting  Symptoms  by 
Diagnosis 

Permitil  produced  a significant  reduction 
in  the  presenting  symptoms  of  patients 
with  psychoneurotic  reactions.  42  of  these 
49  patients  obtained  relief  with  Permitil 
treatment  and  only  7 failed  to  do  so.  Of 
these  42  who  obtained  relief,  24  of  the  cases 
showed  good  or  marked  reduction  of  symp- 
toms and  8 fair  or  moderate  reduction 
(Figure  II).  Chi  square  revealed  that  this 
difference  was  also  significant  at  the  .001 
level. 

Permitil  did  not  produce  a significant 
reduction  in  presenting  symptoms  of  those 
with  psychotic  and  other  reactions.  Of 
the  19  psychotics,  16  did  show  improve- 
ment with  Permitil  treatment,  9 cases  ex- 
hibiting good  or  marked  improvement  and 

7 fair  or  moderate  improvement.  3 patients 
showed  no  improvement.  Of  the  17  pa- 
tients showing  reactions  other  than  those 
of  the  psychotic  and  psychoneurotic  pa- 
tients, 10  exhibited  reduction  in  symptoms; 

8 patients  obtained  good  or  marked  relief 
of  symptoms,  2 patients  fair  or  moderate 
relief.  Permitil  failed  to  reduce  the  symp- 
toms of  7 of  this  group  (Figure  II). 


In  Table  I,  the  clinical  response  of  these 
patients  per  diagnosis  has  been  listed.  A 
review  of  the  cases  in  this  table  suggests 
that  the  failure  to  find  a significant  reduc- 
tion in  presenting  symptoms  of  psychotic 
and  other  reactions  is  due  to  particular  syn- 
dromes within  these  categories  rather  than 
to  the  categories  per  se.  Permitil  seemed 
to  be  totally  ineffective  in  reducing  pre- 
senting symptoms  of  the  reactions  labeled 
as  Passive-Aggressive  Personality  and  in- 
effective also  with  Adjustment  Reactions  of 
Adolescence.  Although  it  was  not  as  ef- 
fective with  Schizo-Affective  and  Involu- 
tional Psychoses  at  dosages  used  in  this 
study,  a fair  response  was  noted  in  most 
of  these  cases.  The  failure  to  find  significant 
changes  in  these  two  categories  may  be  due 
to  the  fact  that  the  number  of  cases  was 
relatively  small. 

3.  Reduction  In  Presenting  Symptoms  By  Age 

Although  no  statistical  analysis  of  age 
data  was  possible  because  of  the  small 
number  of  cases  in  each  age  sample,  Per- 
mitil did  not  appear  to  be  as  effective  in 
reducing  symptoms  of  individuals  below 
20  years  of  age,  as  it  was  with  individ- 
uals over  20.  Inspection  of  the  data  on 
the  10  cases  below  20  suggests,  however, 
that  the  difference  in  effectiveness  was  due 
primarily  to  the  nature  of  the  syndromes 
of  those  younger  than  20  rather  than  to 


Figure  II 
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Table  I 

Clinical  Response  and  Diagnostic  Category  of 
85  Patients  Treated  with  Permitil 


Diagnosis  Clinical  Response 


Psychotic  Reactions  Poor 

Fair 

Good 

Involutional  Melancholia  (6) 

0 

2 

4 

Manic  Depressive  Psychosis  (3) 
Psychotic  Disorder,  Type  Undiag- 

1 

1 

1 

nosed,  Associated  with  Mental 
Retardation  (1) 

1 

0 

0 

Schizo- Affective  Psychosis  (7) 

1 

4 

2 

Schizophrenic  Psychosis  (2) 

0 

0 

2 

3 

7 

9 

Psychoneurotic  Reactions 

Compulsive  Personality  with 
Frigidity  (1) 
Psychoneurosis,  Anxiety 

1 

0 

0 

Type  (15) 

1 

3 

11 

Psychoneurosis,  Anxiety  Type 
with  Compulsive  Elements  (2) 
Psychoneurosis,  Anxiety  Type 

0 

0 

2 

with  Reactive  Depression  (3) 
Psychoneurosis,  Anxiety  Type 

0 

1 

2 

with  Somatic  Symptoms  (2) 

0 

0 

2 

Psychoneurosis,  Anxiety  Type 
with  Symptomatic  Alcoholism  (1) 
Psychoneurosis,  Conversion  Re- 

0 

0 

1 

action  ( 1 ) 

Psychoneurosis,  Obsessive-Compul- 

0 

1 

0 

sive  Type  (6) 

Psychoneurosis,  Obsessive-Compul- 

1 

2 

3 

sive  with  Reactive  Depression  (3)  0 

1 

2 

Psychoneurosis,  Mixed  Type  (4) 
Psychoneurotic  Reaction,  Reactive 

1 

0 

3 

Depression  (6) 

2 

0 

4 

Psychophysiological  Reactions  (5) 

1 

0 

4 

7 

8 

34 

Other  Reactions 

Hyperkinetic  Child  with  I.Q. 

157  (1) 

Adjustment  Reaction  of  Child- 
hood ( 1 ) 

Adjustment  Reaction  of  Adoles- 
cence (5) 

Chronic  Brain  Syndrome  (3) 

Personality  Pattern  Disturbance, 

Passive- Aggressive 
Personality  (3) 

Sociopathic  Personality  (3) 

Post-partum  Depression  (1) 

7 2 8 


age  per  se.  Of  the  10  patients  younger 
than  20,  5 showed  improvement.  Three  of 
the  patients  who  showed  no  improvement 
were  diagnosed  as  Adjustment  Reaction  of 
Adolescence  and  their  chief  symptoms  were 
extreme  restlessness  and  hostile  acting  out. 
One  of  the  other  2 cases  showing  poor  re- 
sponse was  a hyperkinetic  child  whose  chief 
symptoms  were  overactivity  and  destruc- 
tiveness, while  the  other  poor  responder  was 
a 19  year  old  girl  who  also  exhibited  hyper- 
activity as  a primary  symptom.  This  sug- 
gests that  at  dosages  used  here,  Permitil 
is  not  effective  with  syndromes  associated 
with  hyperactivity  and/or  direct  acting  out 
of  hostility. 

4.  Reduction  In  Presenting  Symptoms  By  Dosage 

Again  no  statistical  analysis  of  data  was 
possible  due  to  the  small  number  of  cases 
in  some  of  the  dosage  samples.  Inspection 
of  the  data  revealed,  however,  that  the 
optimum  dosage  in  this  study  was  from  1 
to  3 mg.  per  day.  Of  the  5 patients  who 
received  less  than  1 mg.  of  Permitil  per 
day,  only  one  showed  a good  reduction  in 
symptoms,  2 showed  a fair  response  and 
2 no  response  at  all.  Of  the  75  patients  who 
received  from  1 to  3 mg.  of  Permitil  per 
day,  50  showed  marked  improvement,  14 
moderate  improvement  and  only  11,  no  im- 
provement. Of  the  5 patients  receiving 
from  5 to  6 mg.  per  day,  4 cases  showed 
no  improvement  and  only  one  patient  ex- 
hibited moderate  improvement.  The  dos- 
ages of  all  fair  and  poor  responders  were 
examined  to  determine  if  effectiveness  could 
be  attributed  primarily  to  dosages  below 
or  above  the  optimum  range.  A majority 
of  these  cases  did  receive  dosages  within 
this  range,  however,  so  dosages  were  not 
considered  to  be  the  primary  factor  in  pro- 
ducing effectiveness.  Dosage  may  have 
played  a minor  role  in  producing  ineffec- 
tiveness, however,  insofar  as  the  poor  re- 
sponders may  have  showed  improvement 
on  different  dosage  levels  than  those  used 
here. 

5:  Reduction  In  Presenting  Symptoms  By 
Duration  Of  Illness 

Inspection  of  the  data  on  duration  of 
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symptoms  revealed  that  Permitil  was  not 
as  effective  with  symptoms  of  5-9  years 
duration  as  it  was  with  symptoms  of  less 
or  longer  duration.  This  effect,  however, 
seemed  to  be  due  also  primarily  to  the 
syndromes  in  this  duration  category  rather 
than  to  duration  per  se. 

6.  Reduction  In  Presenting  Symptoms  By  Sex 

A comparison  of  Permitil’s  effectiveness 
in  reducing  symptoms  by  sex  suggests  that 
sex  was  not  a differential  factor.  56%  of 
the  males  and  63%  of  the  females  showed 
good  or  marked  improvement;  22%  males 
and  19.5%  females  showed  moderate  im- 
provement, while  22%  males  and  17.5% 
females  showed  no  improvement.  A chi 
square  analysis  yielded  no  significant  dif- 
ference in  Permitil’s  effectiveness  with  in- 
dividuals of  different  sexes. 

7.  Reduction  In  Presenting  Symptoms  By 
Symptoms 

A review  of  the  data  in  Table  II  reveals 
that  Permitil  was  effective  in  reducing  a 
wide  variety  of  symptoms  such  as  anxiety, 
fearfulness  and  phobias,  obsessions  and 
compulsion,  paranoid  ideas  and  ideas  of 
reference,  many  somatic  symptoms,  such 
as  headaches,  allergic  reaction,  colitis,  in- 
somnia and  nausea,  as  well  as  depression. 
It  was  also  effective  in  reducing  agitation 
and  hostility  in  cases  where  these  were  not 
associated  with  extreme  acting  out  be- 
haviour. Permitil  was  least  effective  in 
reducing  hyperactivity  and  hostile  acting 
out  (defiance,  negativism,  etc.).  These 
failures  as  well  as  some  of  the  failures  to 
reduce  anxiety,  depression,  obsessions,  panic 
and  insomnia  were  associated  with  cases 
diagnosed  as  either  adjustment  reaction  of 
adolescence  or  passive-aggressive  person- 
ality. These  cases  in  which  only  moderate 
reduction  of  indecision,  social  withdrawal, 
depersonalization,  delusions  and  hallucin- 
ations were  associated  with  case  of  schizo- 
affective psychoses. 

8.  Side  Effects  Associated  With  Permitil 
Treatment 

As  noted  in  Table  III  below,  the  percent- 


Table  II 


Clinical  Response  Per 

Presenting  Symptoms 

Symptom 

Poor 

Fair 

Good 

Agitation 

0 

2 

4 

Aggressiveness 

2 

0 

0 

Allergic  Reactions 

0 

0 

2 

Anxiety 

8 

11 

37 

Colitis 

0 

0 

2 

Compulsions 

6 

1 

13 

Confusional  Thinking 

0 

1 

0 

Cyclothymia 

0 

0 

3 

Defiance 

2 

0 

0 

Delusions 

0 

2 

0 

Depersonalization 

0 

2 

0 

Destructiveness 

1 

0 

2 

Depression 

1 

11 

25 

Disorganization 

1 

1 

4 

Excess  Fatigue 

0 

1 

1 

Excess  Drinking 

2 

1 

5 

Fearfulness 

2 

2 

13 

Guilt 

0 

3 

0 

Hallucinations 

1 

0 

0 

Headaches 

1 

0 

4 

Helolessness 

1 

0 

1 

Hostility 

4 

6 

14 

Hyperactivity 

3 

0 

1 

Homosexual  Behavior 

0 

2 

1 

Ideas  of  Reference 

0 

0 

2 

Inability  to  Relate 

2 

0 

0 

Inadequacy 

1 

1 

1 

Indecision 

3 

2 

4 

Insomnia 

6 

4 

8 

Irritability 

0 

1 

3 

Inferiority  Feelings 

1 

1 

2 

Nausea 

0 

1 

3 

Negativism 

2 

0 

0 

Obsessions 

3 

1 

6 

Panic 

2 

1 

2 

Paranoid  Ideas 

0 

3 

4 

Phobias 

0 

1 

2 

Psychosexual  Conflict 

2 

1 

1 

Restlessness 

1 

0 

2 

Self  Accusations 

0 

2 

0 

Social  Withdrawal 

2 

1 

4 

Somatic  Symptoms 

1 

4 

14 

Suicidal  Ideas 

0 

1 

2 

Tension 

4 

4 

9 

Underachievement 

1 

1 

0 
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age  of  patients  in  this  study  who  experi- 
enced disturbing  side  effects  was  relatively 
low.  No  Parkinsonism  occurred.  The  most 
frequent  side  effects  were  akathisia  (5%  of 
cases)  and  restlessness  (4%  of  cases).  The 
other  effects  listed  in  Table  III  were  mini- 
mal. 

Table  III 

Percentage  of  Cases  Showing  Side  Effects 
With  Permitil  Treatment 


Side  Effect 

% Cases 

Akathisia 

5% 

Despondency 

1% 

Excitation 

2% 

Fear 

1% 

Insomnia 

2% 

Nausea 

1% 

Pruritis 

1% 

Restlessness 

4% 

Shakiness 

1% 

Urge  to  Cry 

1% 

Discussion 

When  the  overall  results  of  this  study, 
presented  in  Figure  I,  were  converted  into 
percentages  in  order  to  compare  them  with 
results  of  other  investigation,  we  find  that 
60%  of  the  85  out-patients  exhibited  a 
good  or  marked  reduction  of  presenting 
symptoms  with  Permitil  treatment;  20% 
of  these  patients  showed  a fair  or  moderate 
reduction  and  20%,  no  response  to  Per- 
mitil. As  to  diagnosis,  the  conversion  of 
figures  reveals  that  86%  of  those  with  psy- 
choneurotic reactions,  84%  of  those  with 
psychotic  reactions  and  60%  of  those  with 
other  reactions  showed  either  a good  or 
fair  response  to  Permitil  treatment. 

These  results  are  similar  to  those  re- 
ported by  other  investigators  which  were 
reviewed  in  the  introduction  of  this  paper. 
This  was  true  despite  the  fact  that  the 
dosages  used  here  were  much  lower  than 
those  used  in  some  of  the  earlier  studies, 
namely  those  of  Darling4  and  Ayd.1-2  Our 
finding  of  84%  improvement  with  psy- 
choneurotics agrees  with  Olson’s  findings 
of  84%  improvement.  Bodi3  et  al  reported 
73%  improvement  but  Darling4  found  only 


66%  of  his  psychoneurotics  obtaining  re- 
duction of  symptoms.  Likewise  our  obser- 
vation of  84%  improvement  of  psychotic 
symptoms  is  in  agreement  with  Taylor’s* 
finding  85%  relief  with  psychotics.  Al- 
though Ayd1  and  Darling4  also  obtained 
successful  results  in  using  Permitil  for  psy- 
chotic reactions,  they  do  not  give  their 
percentages  by  diagnosis. 

Unfortunately  none  of  these  investiga- 
tors report  their  results  with  the  4 syn- 
dromes which  did  not  show  a good  response 
to  Permitil  in  our  study.  Ayd,  however, 
did  find  a less  effective  response  when  using 
Permitil  for  Manic-Depressives  in  the  hypo- 
manic  state  lending  support  to  our  obser- 
vation that  Permitil  was  less  effective  when 
hyperactivity  was  involved. 

The  frequency  of  side  effects  in  this 
study  was  less  than  that  observed  by  Ayd1 
and  Darling.4  While  Darling4  noted  parkin- 
sonism in  30%  of  his  cases  and  Ayd1  in 
10%  of  his  cases,  this  effect  did  not  occur 
in  our  patients.  Ayd1  reports  a 30%  inci- 
dence of  akathisia.  This  effect  occured  in 
only  7%  of  Darling’s4  patients  and  in  5% 
of  our  subjects.  The  lower  percentage  of 
side  effects  in  this  study  is  probably  due 
in  large  part  to  the  fact  that  much  lower 
dosages  were  used. 

In  the  treatment  of  his  patients,  the 
physician  is  vitally  concerned  with  the 
availability  of  drugs  possessing  therapeutic 
potency,  predictability  of  action,  safety  of 
administration  and  either  specificity  or  ver- 
satility of  application.  In  the  broad  spec- 
trum of  anxiety-related  manifestations 
(compulsions,  obsessions,  tension,  reac- 
tive depression,  psychosomatic  symptoms, 
etc.)  presented  by  the  patients  in  this  study 
Permitil  provided  predictable,  potent  and, 
in  our  hands,  safe  (5%  of  side  effects)  re- 
lief from  pathological  anxiety.  While  flu- 
phenazine’s  greatest  effectiveness  is  appar- 
ent in  the  alleviation  of  anxiety  and  symp- 
toms deriving  therefrom,  it’s  versatility  is 
suggested  by  it’s  favorable  action  in  a wide 
variety  of  psychiatric  syndromes  involving 
the  dissimilar  clinical  symptoms  evaluated 
in  Table  II. 
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Conclusions 

From  these  results,  it  is  concluded  that 
Permitil,  at  dosages  of  1-3  mg.  per  day,  is 
very  effective  in  relieving  symptoms  of  psy- 
choneurotic reactions  as  well  as  those  of 
some  psychotic  and  other  reactions.  Permi- 
til, at  these  dosages,  was  only  moderately 
effective  in  relieving  symptoms  of  schizo- 
affective and  involutional  psychoses  and  in- 
effective in  reducing  those  of  passive-ag- 
gressive personality  and  adjustment  reac- 
tions of  adolescence.  Side  effects  were 
relatively  infrequent  within  this  dosage 
range  of  Permitil.  No  parkinsonism  was 
noted. 


The  overall  evidence  of  this  study  sug- 
gests that  Permitil  is  a valuable  psycho- 
leptic  agent  in  the  treatment  of  psychiatric 
outpatients  and  its  development  marks  an 
advance  in  the  field  of  psychopharmacology. 
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NEW  CLINICAL  CENTER  STUDIES 

A limited  number  of  patients  who  have  undergone  neurosurgery  and 
radiotherapy  will  be  accepted  for  study  on  the  chemotherapy  of 
medulloblastoma  with  regional  antimetabolites  at  the  Clinical  Cen- 
ter, NIH,  Bethesda.  Referrals  of  such  patients  will  be  greatly  ap- 
preciated and  physicians  may  contact:  Dr.  Myron  Karon,  Chemo- 
therapy Service,  General  Medicine  Branch,  National  Cancer  Insti- 
tute, Bethesda,  Md. 

A comprehensive  study  of  Familial  Mediterranean  Fever  is  being 
conducted  by  the  National  Institute  of  Allergy  and  Infectious 
Diseases.  The  disease  is  characterized  by  recurrent  episodes  of 
fever,  abdominal  pain  and  often  joint  or  chest  pain.  Patients  may 
be  at  any  stage  of  their  disease  and  of  either  sex  and  any  age. 
Because  of  the  extent  of  the  study  a prolonged  stay  of  six  weeks  or 
more  should  be  anticipated.  Physicians  interested  in  referring  pa- 
tients may  contact:  Sheldon  M.  Wolff,  M.D.,  National  Institute  of 
Allergy  and  Infectious  Diseases,  Bethesda  14,  Md. 
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(Sjuedt  Editorial 

COMPLEXITIES  OF  MEDICAL  DISCIPLINE 


• With  the  emphasis  on  medical  discipline  at 
the  A.M.A.  Annual  Meeting  very  much  in  the 
mind  of  the  public  and  of  the  medical  pro- 
fession, Delaware’s  A.M.A.  delegate  — one  of 
the  five  members  of  the  national  Medical 
Disciplinary  Committee  — comments  on  the 
findings  and  implications  of  its  work. 


H.  Thomas  McGuire,  M.D. 


The  Board  of  Trustees  of  the  American 
Medical  Association,  concerned  with  innu- 
endoes and  unsupported  claims  that  phy- 
sicians individually  and  collectively  ignore 
violations  of  laws,  rules  and  ethics  applic- 
able to  the  practice  of  medicine,  in  Feb- 
ruary, 1958  appointed  a committee  to  study 
the  problem  of  medical  discipline.  At  the 
first  meeting  of  the  Medical  Disciplinary 
Committee  a list  of  purposes  was  drafted 
for  its  guidance.  The  committee  agreed  that 
its  function  was  to  investigate  the  adequacy 
of  rules,  laws,  and  procedures  applicable  to 
medical  practice,  licensure,  and  medical 
society  membership  for  the  maintenance  of 
effective  discipline  among  medical  practi- 
tioners in  the  interest  of  both  the  public 
and  the  profession. 

The  Committee  first  undertook  an  exam- 
ination of  pertinent  standards,  procedures, 
and  rules  of  medical  societies  and  boards 
in  relation  to  practical,  ethical,  and  legal 
considerations.  It  also  launched  an  ap- 
praisal of  existing  state  laws  and  medical 
licensure  board  regulations  in  terms  of  their 
disciplinary  effectiveness.  This  included 
observations  of  the  employment  and  effec- 
tiveness of  discipline  through  revocation  or 
suspension  of  licenses. 

The  Committee  was  fully  aware  of  its 
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responsibility  of  advising  whether  the  AMA 
should  or  should  not  undertake  more  ac- 
tive influence  and  participation  in  matters 
relating  to  medical  discipline.  Further, 
that  if  its  advice  of  that  character  were  to 
be  in  the  affirmative,  this  might  necessitate 
the  proposal  of  appropriate  mechanisms 
and  procedures  for  local  use. 

Two  Avenues  Of  Approach 

The  Medical  Disciplinary  Committee 
paced  itself,  agreeing  at  the  outset  that  a 
study  of  this  delicate  matter  should  pro- 
ceed slowly  but  thoroughly.  Two  avenues 
of  approach  were  determined:  regional 

meetings  with  representatives  of  state 
boards  of  medical  examiners  and  state 
medical  societies,  and  the  submission  to 
them  of  a questionnaire  from  which  statis- 
tical data  might  be  adduced. 

Four  regional  meetings,  held  in  1959  and 
1960,  enabled  the  Committee  to  discuss 
medical  disciplinary  problems  with  repre- 
sentatives of  a majority  of  state  boards  of 
medical  examiners  and  state  medical  so- 
cieties. While  the  Committeee  has  not 
concluded  its  findings,  preliminary  comment 
on  some  aspects  of  the  situation  may  be 
in  order. 

Three  Broad  Areas 

First  and  foremost,  there  are  three  broad 
areas  of  medical  discipline:  the  state,  the 
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hospital,  and  the  medical  society.  Secondly, 
there  are  two  different  types  of  conduct 
which  may  be  subject  to  discipline:  illegal 
conduct  and  unprofessional  or  unethical 
conduct.  Then  there  is  an  area  of  concern 
between  the  profession  and  the  public  in- 
volving so  called  “grievances.”  The  matter 
of  medical  discipline  is  thus  compounded 
to  the  third  power.  The  state,  the  hospital, 
or  the  medical  society  may  jointly  or  sep- 
arately consider  illegal  conduct,  incompe- 
tent conduct,  unethical  conduct,  or  unpro- 
fessional conduct.  But  disciplinary  pro- 
cedures are  not  simple. 

The  Physician’s  Conduct 

In  no  other  profession  are  there  so  many 
laws,  rules,  and  regulations  to  be  observed 
as  there  are  in  medicine.  Basically,  as  a 
citizen,  the  doctor  is  amenable  to  all  the 
statutes  and  court  decisions  which  apply 
to  the  public  at  large.  In  addition,  the 
physician  must  abide  by  the  terms  of  a 
special  law,  the  medical  practice  act,  which 
governs  the  practice  of  medicine.  This 
special  law,  however,  merely  establishes  a 
minimum  of  acceptable  legal  conduct,  which 
is  quite  beneath  the  ethical  standards  of 
the  physician.  He,  therefore,  abides  by  a 
self-imposed  code  which  is  set  forth  in  the 
Principles  of  Medical  Ethics  of  the  Ameri- 
can Medical  Association,  and  which  has 
been  adopted  almost  universally  by  medical 
societies.  If  this  were  not  enough,  there 
are  the  rules  and  regulations  of  hospital 
staffs.  All  in  all,  these  formal  written  pre- 
cepts— law,  ethics,  rules  and  regulations — 
circumscribe  the  physician’s  conduct 
rather  thoroughly. 

Yet  this  is  not  all  that  controls  the 
conduct  of  a physician.  Because  medicine 
is  an  old  and  honored  profession,  because 
it  is  ultimately  associated  with  people  in- 
dividually, the  people  as  patients  have  de- 
veloped an  image  of  the  physician.  The 
patient  expects — indeed  demands — that  the 
physician  live  up  to  this  subjective  concept 
of  how  a doctor  of  medicine  should  look 
and  act. 


With  all  these  rules  to  observe  and  with 
all  these  traditions  to  honor,  it  is  not  sur- 
prising that  physicians,  however  consci- 
entious, sooner  or  later,  justly  or  unjustly, 
may  be  accused  of  breach  of  regulations  or 
convictions.  Because  they  are  human  be- 
ings, it  is  not  surprising  that  they  do  err 
from  time  to  time.  Unfortunately,  the 
nature  of  the  practice  of  medicine  is  such 
that  it  is  extremely  difficult  to  confirm  or 
evaluate  offenses  allegedly  committed  by 
practitioners.  It  is  even  more  difficult  to 
determine  the  punishment  to  be  imposed 
both  intra-  and  extra-professionally  for  the 
many  and  varied  infractions  possible  of 
perpetration. 

State  Boards  Of  Medical  Examiners 

State  boards  of  medical  examiners,  by 
and  large,  are  concerned  primarily  with 
the  examination  and  licensure  of  doctors  of 
medicine.  Secondarily,  they  are  concerned 
with  violations  and  enforcement  of  the 
medical  practice  act.  They  are  concerned 
in  the  latter  regard  with  conduct  that  is 
contrary  to  the  law  of  the  state.  Because 
an  infraction  of  the  provisions  of  the  medi- 
cal practice  act  is  a violation  of  law  and, 
further,  because  it  may  result  in  the  loss 
of  physician’s  license  to  practice  his  pro- 
fession and  earn  a livelihood  in  the  field 
to  which  he  has  devoted  years  of  training, 
it  is  understandable  that  before  a state 
board  of  medical  examiners  takes  action  it 
must  be  satisfied  that  there  has  been  a 
violation  of  the  statutes.  This  responsibility 
is  indeed  momentous. 

There  are  no  uniform  grounds  for  revoca- 
tion or  suspension  of  licenses.  Perhaps 
nowhere  else  in  the  law  is  the  principle  of 
state’s  right  so  apparent  as  in  the  licensure 
laws  of  the  fifty  states.  Among  the  medi- 
cal practice  acts,  more  than  ninety  grounds 
or  causes  for  revocation  or  suspension  of 
license  are  recognized.  These  include  com- 
mission of  an  abortion,  chronic  alcoholism, 
drug  addiction,  unprofessional  conduct, 
conviction  of  a felony,  false  advertising,  and 
the  like.  In  one  state  the  license  of  a phy- 
sician who  is  found  guilty  of  encouraging 
a malpractice  suit  may  be  revoked.  In 
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another,  a license  may  be  revoked  on  the 
ground  that  a physician  cared  for  a patient 
without  the  patient’s  consent. 

Complaints 

A preponderance  of  complaints  addressed 
to  boards  of  medical  examiners  cite  inju- 
dicious use  of  alcohol  or  addiction  to  nar- 
cotic drugs  by  physicians.  A number  of 
procedures  have  been  followed  to  cope  with 
such  offenses.  In  some  states  the  license 
of  the  addict  is  revoked.  For  all  practical 
purposes,  he  is  thereby  lost  to  the  profession 
and  the  public  permanently.  In  other 
states,  either  probation  is  extended  or  the 
penalty  or  revocation  is  stayed  during  a 
period  of  specified  good  behavior. 

In  California  the  board  of  medical  ex- 
aminers is  justly  proud  of  its  efforts  to  re- 
habilitate narcotic  addicts  among  the  mem- 
bers of  the  medical  profession  practicing 
in  that  state.  This  board,  by  the  way,  has 
the  most  complete  records  of  any  state 
board. 

An  initial  and  worthwhile  observation 
regarding  boards  of  medical  examiners  is 
that  their  budgets  are  woefully  inadequate. 
It  follows  that  with  an  inadequate  budget 
a board  of  medical  examiners  cannot  main- 
tain an  adequate  staff  of  competent  investi- 
gators to  verify  complaints  directed  to  the 
board. 

Another  observation  that  may  be  made 
is  that  administrative  duties  connected  with 
medical  discipline  are  frequently  relegated 
to  secondary  status  in  the  scheme  of  state 
government.  For  example,  in  one  state  an 
overall  department  considers  complaints 
directed  against  members  of  27  different 
trades  and  professions  including  medicine. 
It  is  obvious  that  investigators  for  this  de- 
partment cannot  possibly  be  trained  ade- 
quately to  investigate  infractions  of  the 
laws  by  members  of  so  many  varied  occupa- 
tions and  professions.  In  addition,  there 
is  lack  of  liaison  and  rapport  between  the 
board  and  the  department — which  militates 
against  effective  action  when  proper  com- 
plaint is  made. 


In  the  state  of  Washington  a problem 
similar  to  this  was  recognized  by  the  state 
medical  society  which  became  instrumental 
in  securing  the  passage  of  a medical  dis- 
ciplinary act.  By  virtue  of  this  act  a medi- 
cal disciplinary  board  is  elected  by  the 
licensed  members  of  the  profession,  and  the 
board  has  the  responsibility  for  enforcing 
the  provisions  of  the  act. 

Medical  Societies 

Medical  societies,  as  one  would  expect, 
differ  greatly  one  from  the  other  in  their 
concept  and  handling  of  disciplinary  pro- 
cedures. The  common  denominator  is  that 
most  state  associations,  as  well  as  most 
county  societies,  have  adopted  the  Prin- 
ciples of  Medical  Ethics  of  the  American 
Medical  Association  as  the  basic  guide  for 
ethical  conduct  of  their  members,  or  have 
set  up  codes  in  harmony  therewith.  Charges 
of  unethical  conduct,  therefore,  are  usually 
brought  because  a member  is  accused  of 
having  violated  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Associa- 
tion. 

Some  of  the  major  items  considered  by 
medical  societies  in  the  field  of  ethics  in- 
clude (1)  unjustified  disparagement  of 
treatment,  (2)  use  of  intemperate  language, 
(3)  advertising,  (4)  plagiarism,  and  (5) 
repeated  actions  which  taken  together  con- 
stitute a pattern  of  unprofessional  conduct. 

In  one  case  involving  advertising  it  is 
reported  that  a physician  who  had  given 
a talk  at  a medical  meeting  prepared  his 
own  press  release  in  which  he  extolled  him- 
self to  such  an  extent  that  the  published 
news  story  was  not  a report  about  the  talk 
he  had  given  but  a self  eulogy. 

It  appeared  to  the  members  of  the  Com- 
mittee during  the  regional  hearings  that 
county  societies  not  infrequently  take  ac- 
tion on  a charge  of  unethical  conduct  with- 
out reporting  the  action  to  the  state  associa- 
tion or  AMA.  Indeed,  it  is  apparent  that 
“trials”  are  kept  within  the  immediate 
family,  so  to  speak. 
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The  information  presented  to  the  Medi- 
cal Disciplinary  Committee  by  representa- 
tives of  state  boards  of  medical  examiners 
and  state  medical  societies  tends  to  indicate 
that  infractions  of  ethical  rules  are  not 
considered  by  them  to  constitute  a major 
problem  and,  further,  that  when  such  in- 
fractions occur,  they  can  best  be  resolved 
at  local  level. 

A number  of  comments  were  made  by 
society  and  board  representatives  to  the 
effect  that  there  is  a gray  area  between 
unethical  and  unlawful  conduct.  In  this 
area  the  physician  walks  a narrow  line. 
His  conduct  may  be  reprehensible  in  the 
eyes  of  his  colleagues,  who  are  more  fully 
appreciative  of  the  spirit  and  intent  of  the 
traditions  and  ethical  principles  of  medi- 
cine than  others.  The  conduct  of  itself 
may  be  merely  questionable.  Frequently, 
however,  it  develops  that  the  physician 
continues  to  carry  on  this  borderline  prac- 
tice, and  again  in  the  eyes  of  his  colleagues 
he  is  one  who  is  not  a credit  to  them  or  the 
profession.  There  seems  to  be  little  that 
can  be  done  to  take  care  of  these  border- 
line cases. 

Grievances 

Perhaps  it  is  well  to  stop  here  and  point 
out  that  most  complaints  received  by  medi- 
cal societies  are  in  the  nature  of  “griev- 
ances.” It  is  significant  that  from  the 
public’s  point  of  view  overcharging  is  the 
complaint  most  frequently  brought  against 
doctors.  Complaints  by  the  public  con- 
cerning skill  and  competence  are  seldom 
presented  to  medical  societies  with  a view 
toward  disciplinary  action.  Such  com- 
plaints are  more  likely  to  go  directly  to 
the  courts  in  the  form  of  actions  based  on 
malpractice. 

By  and  large,  from  the  experience  of 
more  than  1100  grievance  committees 
throughout  the  United  States,  it  would 
appear  that  much  of  the  criticism  directed 
against  the  medical  profession  arises  from 
poor  human  relations.  Is  the  physician  too 
engrossed  in  the  science  of  medicine  to  give 
his  patient  a brief  explanation  and  reas- 


surance, and  so  treat  him  as  a fellow  human 
being?  It  might  seem  so  when  grievance 
committees  or  their  staffs  report  that  com- 
plaint after  complaint  is  settled,  most  often 
over  the  telephone,  by  a sympathetic  lis- 
tening to  the  patient’s  story,  followed  by 
a simple  logical  explanation  of  the  happen- 
ing which  gave  rise  to  the  misunderstanding. 
Patients  want  to  understand.  Lacking  ex- 
planation, they  complain.  With  explana- 
tion they  are  far  less  likely  to  be  critical. 

Overcharge  Rate  High 

It  was  found  to  be  almost  universally 
true  that  the  vast  majority  of  complaints 
in  this  area  arise  because  the  patient  be- 
lieves that  he  has  been  overcharged.  Griev- 
ance committees  or  their  staffs  have  been 
uniformly  successful  in  resolving  a majority 
of  these  fee  misunderstandings  by  an  in- 
formal discussion  of  the  matter  with  the 
patient. 

Frequently  patients  complain  because  of 
fees  charged  for  hospital  visits  and  say 
“The  doctor  only  looked  in  and  said 
‘hello.’  ” These  patients  have  no  concept 
of  hospital  routine,  the  necessity  for  re- 
viewing charts  and  reports,  the  need  for 
changing  medication  orders,  and  the  neces- 
sity for  writing  new  orders,  etc.  These 
same  patients  are  gratified  when  it  is  point- 
ed out  to  them  that  their  doctor  has  spent 
some  time  in  the  hospital  studying  their 
cases.  Nonetheless,  it  is  unfortunate  when 
the  doctor  fails  to  take  a few  moments  to 
explain  to  his  patient  that  he  had  to  review 
charts  and  make  decisions  concerning  the 
care  he  did  render.  Such  counsel  is  clearly 
conductive  to  good  patient  relations  and  the 
reduction  of  complaints  against  the  pro- 
fession. 

Other  varieties  of  complaint  to  griev- 
ance committees  run  the  gamut  of  human 
emotions.  One  patient  complains  that  there 
is  the  odor  of  alcohol  on  her  physician’s 
breath  as  he  makes  a home  call.  Another 
complains  because  her  physician  makes  a 
home  call  while  dressed  in  a skiing  outfit. 
Many  complaints  arise  from  inability  to 
obtain  services  speedily  in  an  emergency. 
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Obviously,  with  all  the  occasions  to  err 
and  with  the  life  of  the  physician  being  one 
of  extraordinary  exposure,  it  is  natural 
that  his  conduct  is  vulnerable  to  criticism. 
It  is  easy  to  assert  that  medicine  should 
take  aggressive  action  to  alleviate  this  haz- 
ard. Unfortunately,  a multitude  of  isolated 
instances,  the  majority  of  which  in  all  prob- 
ability are  not  related  to  ethical  or  medical 
competence,  combine  to  create  two  illus- 
ions: (1)  that  an  inordinate  number  of 
wrong  doings  is  committed  by  physicians, 
and  (2)  that  there  is  professional  indif- 
ference or  inaction  in  regard  to  these  “of- 
fenses.” 

As  these  situations  are  so  isolated,  and 
as  so  many  of  them  are  unrelated  actually 
to  the  practice  of  medicine  itself,  it  is  ex- 
tremely difficult  to  pin  point  them  for 
validity.  Like  the  complaint  about  the 
doctor  making  a home  call  while  dressed 
in  a skiing  outfit,  the  majority  of  complaints 
concern  happenings  which  may  occur  once 
in  a lifetime  of  a physician.  One  aberra- 
tion is  all  that  is  necessary  for  the  patient 
who  fails  to  look  at  the  matter  objectively. 

Serious  misconduct  in  the  field  of  ethical 


relations  seldom  comes  to  the  attention  of 
the  public  and  almost  as  seldom  comes  to 
the  attention  of  the  AMA.  Criminal  of- 
fenses committed  by  physicians  are  handled 
in  much  the  same  fashion  as  any  other 
criminal  offense.  The  problems  of  narcotic 
and  alcohol  addiction  are  undoubtedly 
handled  far  better  within  the  framework 
of  medicine  than  they  are  by  the  public 
at  large. 

Evidence  is  not  wanting  that  doctors  do 
on  occasion  transgress  the  bounds  of  good 
taste,  ethical  propriety,  or  law.  There  is 
also  evidence  that  effort  is  being  made 
conscientiously  to  protect  both  the  public 
and  the  profession  when  such  transgressions 
occur.  There  is  no  evidence,  however,  of 
a concerted  attempt  to  acquaint  the  public 
with  efforts  within  the  medical  profession 
itself  to  render  service  of  the  highest  de- 
gree of  skill  and  competence  in  an  ethical 
and  lawful  manner.  The  Medical  Disciplin- 
ary Committee  may  have  as  its  most  difficult 
task  recommending  procedures  that  will 
fortify  the  public’s  trust  in  medicine  and 
respect  for  its  practitioners. 


ESSAY  CONTEST 

The  $500  Caleb  Fiske  Prize  of  the  Rhode  Island  Medical  Society 
will  be  open  to  any  doctor  in  the  nation.  Subjects  for  this  year’s 
disseratiton  are:  “Recent  Advances  in  the  Treatment  of  Malignant 
Disease”  and  “Current  Status  of  Cardiac  Surgery.”  Essays  must 
be  submitted  by  December  11  to  the  Secretary,  Fiske  Fund,  Rhode 
Island  Medical  Society,  106  Francis  St.,  Providence  3,  R.I. 
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REMISSIONS  IN  MULTIPLE  SCLEROSIS 
Following  Intrathecal  Methylprednisolone  Acetate 


• Any  drug  which  would  bring  a remission 
of  whatever  degree  in  multiple  sclerosis  is  a 
welcome  aid  in  the  effort  of  rehabilitating  pa- 
tients. The  intrathecal  injection  of  methyl- 
prednisolone acetate  appears  to  have  some 
hope,  as  outlined  in  this  observation  of  a small 


number  of  cases. 


George  J.  Boines,  M.D. 

Multiple  sclerosis  is  a disabling  inflam- 
matory disease  of  unknown  etiology  for 
which  no  specific  treatment  exists.  Chronic 
or  acute,  recurrent  or  progressive,  it  has 
a dismal  prognosis.  The  disease  is  notorious 
for  the  occurrence  of  frequent,  unpredict- 
able remissions.  Such  spontaneous  remis- 
sions have  often  been  responsible  for  pre- 
mature enthusiasm  of  new  treatment 
methods.  However,  it  is  well  known  that 
patients  who  have  experienced  several  ex- 
acerbations and  have  advanced  organic 
neurological  changes,  do  not  get  spontan- 
eous remissions  in  which  the  reversal  of 
objective  pathological  changes  occur.  Never- 
theless, the  serious  nature  of  multiple 
sclerosis  should  encourage  adequate  and 
unbiased  trial  of  remedies  offering  any  pos- 
sible benefit.  The  purpose  of  this  paper 
is  to  call  attention  to  a promising  new  ap- 
proach of  inducing  remissions,  and  to  en- 
courage controlled  studies  with  larger 
groups  of  patients. 

Many  authors  have  recommended  the 
use  of  adrenocortical  steroids  for  multiple 
sclerosis.  Kamen1  and  Boudin,  et  al.2  re- 


Dr. Boines  is  Director  and  Attending  Chief,  Department  of 
Medicine,  St.  Francis  Hospital;  attending  Chief  of  Communicable 
Diseases,  Wilmington  General  and  St.  Francis  Hospitals,  Wilm- 
ington. 

*This  study  was  supported  by  a grant  from  The  Upjohn  Co. 

*  *  * Supplied  as  Depro-Medrol  The  Upjohn  Company,  Kalamazoo, 
Michigan. 


ported  improvement  following  treatment 
with  intrathecal  hydrocortisone.  The  in- 
trathecal use  of  steroids  seems  reasonable, 
since  the  blood-brain  barrier  is  thereby  by- 
passed. Methylprednisolone  acetate  (Depro- 
Medrol)  was  used  because  it  has  a more 
pronounced  and  prolonged  anti-inflam- 
matory effect  than  hydrocortisone  acetate. 

Good  results  have  followed  treatment  of 
various  diseases  with  intrathecal  hydrocor- 
tisone free  alcohol  and  hydrocortisone  ace- 
tate. Table  one  summarizes  the  published 
reports  on  the  effect  of  intrathecally  admin- 
istered steroids  in  a total  of  410  patients.118 
Results  were  rated  as  “good”  or  “excellent” 
in  342  patients  (83%),  and  side  effects 
minimal.  No  serious  reactions  occurred. 

Materials  And  Methods 

Twelve  mutiple  sclerosis  patients  under 
my  care  since  September,  1958,  participated 
in  this  study.  Four  men  and  eight  women, 
they  ranged  in  age  from  twenty-eight  to 
fifty  years.  The  duration  of  their  disease 
varied  from  one  to  nineteen  years. 

An  aqueous  suspension  of  methylpre- 
dnisolone acetate,  40  mg.  per  cc.  was  in- 
jected intrathecally  as  follows:  a lumbar 
puncture  was  made,  the  cerebrospinal  fluid 
pressure  recorded,  and  5 cc.  of  spinal  fluid 
withdrawn  for  studies;  while  the  spinal 
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This  is  published  as  a piece  of  original  clinical  research  performed 

by  a member  of  our  Society.  We  wish  to  stress  several  of  the  con- 

clusions reached  by  Doctor  Boines. 

This  article  is  published  primarily  because  of  Doctor  Boines’  wish 
that  this  work  be  called  to  the  attention  of  clinicians  and  investigators 
in  larger  medical  centers  in  the  hope  that  someone  will  carry  out  this 
procedure  in  a large  series  of  cases.  This  series  is  entirely  too  small 
to  allow  any  significant  conclusions  regarding  the  efficacy  of  the  pro- 
cedure to  be  reached.  Clinical  investigation  of  this  type  is  based 
almost  entirely  upon  subjective  findings  which  further  makes  any  definite 
conclusions  most  equivocal.  This  article  is  published  with  the  hope 
that  no  one  will  prematurely  institute  this  type  of  therapy  in  random 
cases  without  proper  control.  One  important  finding  is  the  fact  that 

there  were  no  toxic  manifestations;  similar  results  have  been  reported 

elsewhere.  Ed. 


needle  remained  in  place  the  methylpredni- 
solone  acetate  solution  was  drawn  into  a 
5 cc.  syringe;  the  syringe  was  attached  to 
the  spinal  needle,  one  to  two  cc.  of  spinal 
fluid  withdrawn  to  mix  with  the  medica- 
tion, and  the  mixture  injected  slowly.  Dur- 
ing the  injection  the  plunger  was  pulled 
back  at  intervals  to  ascertain  that  the 
needle  was  still  in  the  subarachnoid  space. 
Following  the  injections,  the  spinal  needle 
was  partly  withdrawn  to  avoid  loss  of  fluid, 
the  stylet  replaced,  the  needle  removed, 
and  a small  dressing  placed  over  the  punc- 
ture wound.  Patients  lay  supine  for  one 
hour  after  the  procedure. 

Although  smaller  doses  were  used  at  first, 
an  initial  dose  of  one  cc.  later  proved  to 
be  well-tolerated.  The  schedule  ordinarily 
followed  at  present  consists  of  a series  of 
six  injections  given  at  intervals  of  two  or 
three  weeks,  beginning  with  one  cc.  and 
increasing  each  dose  by  0.5  cc.  until  a maxi- 
mum dose  of  2.5  cc.  is  reached.  A booster 
dose  of  2.5  cc.  is  given  every  two  to  three 
months,  if  indicated  to  control  symptoms. 

In  addition  to  the  intrathecal  injections, 
the  patients  were  given  physiotherapy  and 
occupational  therapy,  which  included  gait 
training.  Contractures,  if  any,  were 
stretched,  and  muscular  functions  were  co- 


ordinated. Patients  were  encouraged  to 
perform  every  movement  possible  in  order 
to  prevent  contractures  and  to  increase 
muscle  strength.  Nutritional  deficits  and 
emotional  imbalances  were  adjusted. 

Results  were  graded  on  the  basis  of  es- 
timates of  the  percentage  improvement 
made  by  each  patient  as  follows: 


Excellent 

80 

to 

100% 

Good 

50 

to 

80% 

Moderate 

25 

to 

50% 

Fair 

10 

to 

25% 

Poor 

0 

to 

10% 

Results 

Each  patient  experienced  subjective  and 
objective  improvement  which  usually  oc- 
curred within  48  hours  after  the  first  in- 
jection. Nine  patients  (75%)  had  a “good” 
or  “excellent”  response.  (See  Table  Two) ) 

Headache,  relieved  by  acetylsalicylic 
acid,  occasionally  occurred  following  injec- 
tions. One  patient  noted  staggering  after 
two  injections  and  had  to  remain  in  bed 
for  one  to  five  hours  on  those  occasions.  No 
other  side  effects  occurred. 

Patients,  No.  1 and  No.  2,  believe  the 
intrathecal  injections  can  prevent,  or  abort, 
exacerbations.  When  they  experience  early 
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RESUME  OF  EXPERIENCE  WITH  INTRATHECAL  STEROIDS 


Remissions  in  Multiple  Sclerosis  — Boines 


signs  which  signify  aggravation  of  their 
disease,  they  request  a repeat  injection. 
After  the  injection,  the  symptoms  are  re- 
lieved within  24  to  48  hours.  No.  1 had 
requested  injections  at  intervals  of  6 weeks 
to  3 months.  She  feels  that  she  can  es- 
timate the  size  of  the  dose  given  by  the 
duration  of  improvement.  No.  2’s  first  series 
of  injections  were  completed  on  February 
24,  1959.  Symptoms  suggesting  threatened 
exacerbations  subsided  within  48  hours 
after  injections  on  June  15,  1959,  and 
January  26,  1960. 

The  following  typical  case  histories  will 
serve  to  illustrate  the  rapidity  with  which 
patients  ordinarily  respond  to  intrathecal 
methylprednisolone  acetate. 

Patient  No.  2,  a married,  white,  man, 
airplane  mechanic,  age  31,  had  a history 
of  rheumatic  fever.  He  suddenly  developed 
multiple  sclerosis  on  November  2,  1958, 
two  days  after  his  wife  developed  an  in- 
testinal obstruction. 

He  complained  of  sexual  weakness  and 
of  numbness — “pins  and  needles’’ — in  the 


left  side  of  the  body,  the  genitals,  and  the 
left  lower  extremity.  He  could  not  run, 
jump  or  go  up  and  down  stairs  without 
assistance.  He  would  stumble  and  fall 
when  attempting  to  carry  any  heavy  ob- 
ject with  both  hands.  When  driving  his 
car  he  had  to  use  his  hands  to  move  his 
left  leg.  However,  he  was  able  to  work. 

Neurological  examination  revealed  the 
following:  weakness  of  both  lower  extremi- 
ties, diminished  temperature  and  touch 
sensation,  loss  of  position  sense,  Romberg’s 
sign,  absent  upper  abdominal  and  left  cre- 
masteric reflexes,  exaggerated  knee  and 
ankle  jerks,  Kernig’s  sign,  a shuffling  ataxic 
gait,  atrophy  of  the  left  lower  extremity, 
and  a foot  drop  on  the  left. 

A myelogram  was  negative.  Spinal  fluid 
examination  on  November  28,  1958  re- 
vealed the  following:  18  cells — 15  lymph 
and  3 polys,  total  protein  38  mg.,  a colloidal 
gold  curve  of  1342100000,  and  normal 
Pandy,  sugar,  chlorides,  Wasserman,  sodium 
and  potassium.  Subsequent  spinal  examin- 
ations were  negative. 


Table  II 

Number  of 

Injections  Number  Evaluation 

Duration  of  Before  of  of 


Ft. 

Age  Sex  MS  in  yrs.  Improvement  Injections 

Improvements 

Side  Effects 

1 

40 

F 

12 

1* 

6 

Good 

None — (had  experienced  headache 
and  vertigo  with  hydrocortisone) 

2 

31 

M 

1 

1 

12 

Excellent 

Headaches  after  one  injection 

3 

41 

M 

9 

2 

8 

Excellent 

Mild  headache  after  each  injection 
— vertigo  1 to  5 hrs.  after  2 in- 
jections 

4 

39 

M 

5 

20 

Good 

None 

5 

28 

M 

2 

1 

8 

Excellent 

None 

6 

50 

F 

3 

1 

11 

Good 

None 

7 

41 

F 

19 

1 

3 

Good 

None 

8 

44 

F 

12 

1 

1 

Moderate 

Unable  to  get  in  subarachnoid 
space  for  additional  injections 

9 

43 

F 

13 

2 

4 

Fair 

Refused  more  injections 

10 

38 

F 

5 

1 

7 

Good 

None 

11 

33 

F 

14 

2 

6 

Excellent 

None 

12 

36 

F 

3 

2 

4 

Fair 

Headache  after  third  injection 

*This 

patient 

had 

previously 

demonstrated  less  improvement 

following  intrathecal  injections  of 

hydrocortisone. 

**  This 

patient 

had 

previously 

improved  after 

intrathecal  injections  of  prednisolone. 
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Methylprednisolone  acetate  was  given 
intrathecally  at  two  week  intervals  for  six 
injections.  The  following  injections  were 
given : 


12/ 

11  /58 

.5cc 

(20 

mg.) 

12/ 

26/58 

.5cc 

(20 

mg.) 

V 

13 /59 

.6cc. 

(24 

mg.) 

1/ 

27/59 

.6cc 

(24 

mg.) 

2 / 

10/59 

.6cc 

'(24 

mg.) 

2/ 

24/59 

.4cc. 

(16 

mg.) 

Improvement  began  within  48  hours  after 
the  initial  injection  and  continued  progres- 
sively during  the  course  of  treatment.  The 
neurological  signs  disappeared  except  for 
the  absent  left  cremasteric  and  lower  ab- 
dominal reflexes.  The  patient  regained  the 
ability  to  walk,  run,  jump,  carry  objects 
with  both  hands,  and  to  go  up  and  down 
stairs.  Numbness  and  abnormal  fatigue 
disappeared.  Visual,  urinary,  and  sexual 
function  became  normal.  Examination  three 
months  after  the  sixth  intrathecal  injection 
revealed  no  evidence  of  regression. 

In  June  the  patient  requested  an  addi- 
tional injection  because  of  a “pins  and 
needles”  sensation  in  his  left  leg.  Also,  he 
again  complained  of  excessive  fatigue.  He 
was  given  methylprednisolone  acetate  1.1 
cc.  (44  mg.)  intrathecally  on  6/15/59.  Two 
days  later  his  symptoms  subsided.  An  in- 
trathecal injection  of  2 cc.  (80  mg.)  was 
given  on  January  26,  1960,  because  the 
“pins  and  needles”  sensation  in  the  left 
leg  returned  and  the  patient  was  afraid  it 
might  get  worse.  He  was  examined  on 
February  8,  1960,  when  no  abnormalities 
were  elicited.  Additional  booster  doses 
were  given  on  6-25-60,  12-16-60  and  3-29-61 
in  order  to  eliminate  paresthesias  in  his 
right  extremities  and  diplopia. 

Patient  No.  3,  a married,  but  separated 
white  man,  industrial  painter,  age  40,  had 
onset  of  multiple  sclerosis  on  December  6, 
1951.  Previous  exacerbations  occurred  on 
September  23,  1953,  November  25,  1953  and 
October  1,  1958.  On  January  26,  1959,  he 
had  the  following  symptoms:  incoordination 
of  the  lower  extremities  causing  him  to 
stumble  when  trying  to  walk  or  go  up  and 


down  stairs  and  making  it  impossible  to 
run,  blurring  of  vision,  slurring  of  speech, 
difficulty  in  urination  and  a pulling  sensa- 
tion about  the  eyes. 

Physical  examination  on  February  7, 
1959,  revealed:  thinness  of  the  left  lower 
extremity  compared  with  the  right,  absent 
lower  abdominal  reflexes,  and  hyperactive 
deep  tendon  reflexes.  No  sensory  changes 
could  be  demonstrated;  there  was  no  ankle 
clonus.  The  patient  was  unable  to  sit 
down  or  to  get  up  from  a chair  without 
assistance. 

A pneumoencephalogram  showed  evi- 
dence of  cortical  atrophy  and  enlargement 
of  the  left  lateral  ventricle.  Other  x-rays 
of  the  skull  and  back  were  negative.  Blood 
chemistries,  spinal  fluid,  Wasserman  and 
hemogram  were  normal. 

Intrathecal  methylprednisolone  acetate 
was  started  on  March  10,  1959.  The  fol- 
lowing injections  were  made: 


3/10/59 

.5 

cc. 

1(20 

mg.) 

3/17/59 

.6 

cc. 

(24 

mg.) 

3/24/59 

.7 

cc. 

(28 

mg.) 

3/31/59 

.8 

cc. 

(32 

mg.) 

5/  7/59 

1.0 

cc. 

(40 

mg.) 

5/26/59 

1.0 

cc. 

(40 

mg.) 

6/24/59 

1.5 

cc. 

(60 

mg.) 

8/14/59 

1.5 

cc. 

(60 

mg.) 

This  patient  experienced  mild  headache 
following  each  intrathecal  injection  and  on 
two  occasions  had  to  remain  in  bed  for  one 
to  five  hours.  He  showed  progressive  im- 
provement after  the  second  injection,  as 
follows:  1)  improved  appetite — gained  12 
pounds,  2)  improved  outlook,  3)  ability  to 
walk  and  run  without  stumbling,  4)  control 
of  urinary  stream,  5)  normal  vision  without 
nystagmus,  6)  diminished  spasticity  of  legs, 
7)  ability  to  sit  and  get  off  a chair  unas- 
sisted, 8)  diminished  fatigue,  9)  clearing 
of  speech,  and  10)  ability  to  resume  full- 
time work. 

Discussion 

Intrathecal  methylprednisolone  steroid 
therapy,  in  my  opinion,  may  prove  to  be 
the  most  effective  method  of  inducing  re- 
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missions  in  multiple  sclerosis  patients.  The 
remissions  following  the  injections  have 
lasted  from  weeks  to  several  months.  The 
duration  and  severity  of  the  disease  ap- 
pear to  be  determining  factors  in  the  length 
of  each  remission.  In  my  experience, 
neither  ACTH  nor  systemic  steroid  ap- 
proach the  effectiveness  of  intrathecal 
methylprednisolone  acetate.  After  the  in- 
jections, the  patients  noted  the  following 
changes  in  their  condition:  1)  increase  in 
appetite  and  weight,  2)  improvement  in 
work  tolerance  and  lessening  of  fatigue, 

3)  relaxation  of  muscle  rigidity  and  coor- 
dination of  lower  extremities  so  that  ability 
to  walk  with  or  without  aid  was  improved, 

4)  relaxation  of  urinary  bladder  spasticity, 
thus  establishing  voluntary  control  and 
normal  day  and  night  frequency,  5)  lessen- 
ing of  tremors  of  arms  and  hands  enabling 
patients  to  hold  objects,  feed  themselves, 
and  to  perform  other  necessary  functions, 
6)  eye  abnormalities  such  as  diplopia  and 
nystagmus  disappeared,  7)  speech  and 
dysphagia  improved,  and  8)  emotional  sta- 
bility and  psychological  outlook  of  their 
disease  improved  greatly. 

Consideration  of  how  intrathecal  steroids 
might  act  in  multiple  sclerosis  raises  ques- 
tions concerning  absorption  by  the  brain 
substance  and  venules.  There  is  a good 
chance  of  bathing  the  surface  of  the  lesions 
directly,  assuming  that  the  pia  is  easily 
penetrated,  because  cord  lesions  nearly 
always  are  subpial  and  even  cerebral 
lesions  most  often  are  found  in  the 
white  matter  immediately  adjacent  to  the 
ventricles.19  If  methylprednisolone  acetate 
is  absorbed  directly  by  nervous  tissue, 
sufficient  penetration  may  occur  to  allow 
all  of  the  diseased  areas  to  be  exposed  to 
the  drug.  This  might  also  occur  through 
venules,  which  are  often  adjacent  to  mul- 
tiple sclerosis  lesions.  At  present  we  have 
no  knowledge  of  these  matters.  It  is  not 
even  known  how  long  the  steroids  may  be 
demonstrated  in  the  spinal  fluid,  but  in- 
vestigations in  progress  should  answer  this 
question. 


Summary  And  Conclusion 


Good  to  excellent  improvement  followed 
intrathecal  injection  of  methylprednisolone 
acetate  in  9 of  12  patients  with  multiple 
sclerosis.  These  results  correspond  to  those 
reported  with  intrathecal  steroids  referred 
to  in  the  introductory  paragraphs. 

My  findings  suggest  that  further  studies 
should  be  made  to  determine  the  place  of 
intrathecal  steroid  therapy.  As  conclusions 
can  only  be  derived  from  controlled  studies 
of  large  numbers  of  patients,  I hope  that 
these  preliminary  observations  may  inter- 
est other  investigators  to  undertake  further 
evaluation  of  this  method. 


Note:  With  the  cooperation  of  their  physician,  an  additional 

five  multiple  sclerosis  patients  have  been  given  intrathecal  methyl- 
prednisolone acetate.  One  patient,  terminal  when  injections  were 
initiated,  showed  no  response.  Others  responded  as  follows:  — 
one  "fair,”  two  "good,"  and  one  "excellent." 
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Patient  visits  for  influenza  for  the  first  quarter  of  this  year,  are 
only  20%  of  the  number  registered  for  the  same  period  in  1960 — an 
epidemic  year.  ( National  Disease  and  Therapeutic  Index) 

Russian-made  instruments  for  closing  surgical  wounds  by  using 
staples  are  being  demonstrated  before  American  physicians  by  a 
four-man  delegation  from  the  Soviet  Union,  in  hopes  of  promoting 
sales  to  American  hospitals.  Using  an  anesthetized  dog,  a Russian 
surgeon  performed  suture  of  blood  vessels,  removal  of  a lung  and 
stomach,  and  closure  of  the  chest  cavity  before  American  physicians 
at  the  George  Washington  University  Hospital,  Washington,  D.C. 
The  instruments  join  severed  tissues  with  black,  metal  staples  the 
shape  of  the  numeral  eight  and  half  the  length  of  the  fingernail. 

A three-year  study  of  hospital  and  medical  economics  in  Michigan 
found  that  one  or  two  day  “over-stays”  are  a threat  to  adequate 
and  economical  health  care.  It  recommended  that  Blue  Cross- 
Blue  Shield  express  forcefully  its  willingness  to  make  continued 
coverage  possible  on  a group  basis  for  all  retiring  members;  that 
support  for  the  aged  and  other  low-income  groups  come  from  a 
variety  of  sources  to  prevent  the  economic  burden  of  this  responsi- 
bility from  falling  on  Blue  Cross-Blue  Shield  alone. 

The  National  Association  of  Blue  Shield  Plans  reports  that  of  the 
75  Plans  serving  North  America,  Delaware  ranks  among  the  top 
four  with  an  enrollment  of  more  than  60%  of  the  population. 

A special  service  to  help  research  persons  gain  access  to  rare  cases 
of  mental  retardation  has  been  set  up  by  the  Southern  Regional 
Education  Board  (SREB),  which  acts  as  a clearing  house  for  infor- 
mation about  the  location  and  incidence  of  rare  cases.  This  service 
was  designated  to  aid  any  qualified  professional  person  employed  in 
an  academic  or  clinical  facility  in  the  fifteen  southern  states,  sup- 
porting this  program  of  which  Delaware  is  one.  To  use  the  registry, 
a letter  giving  your  name,  present  position,  place  of  employment  and 
specific  description  of  the  kind  and  number  of  cases  needed  may  be 
sent  to:  Rare  Case  Registry,  Southern  Regional  Education  Board, 
130  Sixth  St.,  N.W.,  Atlanta,  Gorgia. 

A comprehensive  calendar  of  overseas  medical  congresses  and  allied 
events  during  the  period  October,  1961-December,  1962  is  being 
made  available  by  Scandinavian  Airlines  System.  A brochure  out- 
lining the  program  offered  by  the  American  Medical  Society  of 
Vienna,  which  holds  practical  courses  in  almost  all  branches  of 
medicine,  may  also  be  obtained  from  SAS  or  by  writing  to:  A.  John 
Harrison,  Secretary,  Medical  Travel  Section,  Scandinavian  Airline 
System,  138-02  Queens  Boulevard,  Jamaica  35,  N.Y. 
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John  J.  Lazzeri,  M.D.,  addressed  the  Smyrna  Rotary  Club  on  the 
care  of  the  aged  within  the  jurisdiction  of  the  State  . . . Joseph  W. 
Abbiss,  M.D.,  vacationed  in  Scotland  and  visited  his  family  in  Eng- 
land . . . Condolences  are  being  received  by  Leon  A.  Heck,  M.D.,  on 
the  loss  of  his  wife  and  by  George  R.  Spong,  M.D.,  on  the  loss  of 
his  mother  . . . Drs.  Rhoslyn  J.  Bishoff  and  John  J.  Lazzeri  ad- 
dressed Kent  County  service  clubs  and  Harold  Tarrant  addressed 
the  Quota  Club,  Wilmington  on  the  King-Anderson  Bill  . . . Gerald 
A.  Beatty,  M.D.,  was  re-elected  president  of  the  Delaware  Tuber- 
culosis and  Health  Society  and  was  elected  chairman  of  the  Execu- 
tive Committee;  James  Beebe,  Jr.,  M.D.,  was  elected  vice-president 
for  Sussex  County;  Drs.  Rhoslyn  J.  Bishoff,  Samuel  G.  Elbert,  Jr., 
Floyd  I.  Hudson,  James  Beebe,  Jr.,  A.  R.  Shands,  Jr.  and  M.  A. 
Tarumianz  were  among  the  directors  re-elected  . . . Drs.  William 
0.  LaMotte,  Jr.,  and  Rhoslyn  J.  Bishoff  participated  in  a radio 
panel  discussion  on  the  Kerr-Mills  Law,  on  station  WDOV;  State 
Senator  Walter  J.  Hoey  was  also  on  the  program  . . . Otakar  J. 
Poliak,  M.D.,  has  been  appointed  co-chairman  of  a panel  on  arterio- 
sclerosis to  be  held  at  the  October  Assembly  of  the  American  Heart 
Association  . . . The  Delaware  Heart  Association  appointed  Robert 

L.  Dewees,  M.D.,  Liaison  for  the  Medical  Society  of  Delaware  and 
the  Delaware  Academy  of  Medicine;  Alfred  E.  Bacon,  Jr.,  M.D.,  as 
Liaison  with  the  State  Board  of  Health;  and  Edward  M.  Krieger, 

M. D.,  as  Liaison  with  the  national  association  . . . Phillip  J.  G. 
Quigley,  M.D.,  has  been  appointed  State  Medical  Examiner  by  the 
Board  of  Post-Mortem  Medical  Examiners  . . . William  B.  Cooper, 
Jr.,  M.D.,  Seaford,  is  chairman  of  the  Medical  Advisory  Board,  Del- 
marva  Rehabilitation  Center  . . . Arthur  Tormet,  M.D.,  Lewes,  has 
been  elected  president  of  the  medical  staff  of  the  Beebe  Hospital 
succeeding  Otakar  J.  Poliak,  M.D.;  Alois  Maresch,  M.D.,  was  elected 
vice-president  and  Donald  Howie,  M.D.,  secretary  . . . Anthony  F. 
Vitiello,  M.D.,  was  re-elected  president  of  the  Wilmington  Depart- 
ment of  Health  . . . 

A “No  Consultation  Day”  was  sponsored  by  the  Japan  Medical 
Association  and  Japan  Dental  Association  in  order  to  inform  the 
public  that  in  spite  of  a Four  Point  Plan  submitted  to  the  Ministry 
of  Welfare,  the  Ministry  had  continued  to  ignore  the  needs  and 
recommendations  of  the  doctors.  Under  the  Japan  Health  Insur- 
ance Plan,  their  medical  fees  are  recognized  to  be  the  lowest  in  the 
world.  Although  doctors  and  dentists  declined  to  accept  consulta- 
tions on  that  day,  they  provided  emergency  care  for  those  who 
required  it  and  had  an  adequate  medical  staff  in  hospitals  and 
clinics.  The  doctors  distributed  pamphlets  and  held  meetings  and 
press  conferences  to  advise  the  population  as  to  the  actual  status  of 
the  medical  care  system.  Some  progress  was  achieved  by  joint  meet- 
ings between  political  leaders  and  representatives  of  the  medical 
profession.  However,  the  Japan  Medical  Association  holds  “No 
Consultation  Days”  in  reserve  and  is  ready  to  withdraw  from  the 
health  insurance  plan  in  the  event  that  the  government  fails  to  give 
prompt  and  just  consideration  to  the  problems  of  Japanese  doctors. 
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The  increase  in  Pseudomonas  infections  has  been  matched  by  their 
increased  severity — as  more  virulent  antibiotic  resistant  strains  de- 
velop. The  National  Office  of  Vital  Statistics  reports  that  infectious 
disease,  such  as  that  caused  by  Pseudomonas,  now  ranks  fourth 
among  chronic  disease  killers  in  the  United  States.  Only  heart 
disease,  cancer  and  cerebral  hemorrhage  rank  ahead  of  it. 

The  most  common  minor  impairment  associated  with  high  blood 
pressure  appears  to  be  overweight,  states  Patterns , a Parke-Davis 
release.  Studies  show  that  of  the  six  million  Americans  with  hyper- 
tension, women  are  in  the  majority,  though  less  vulnerable  to  the 
damaging  effects.  Hypertension  occurs  more  frequently  among 
rural  than  city  dwellers. 

Announcement  of  a special  program  for  research  grants  in  radio- 
logical health  has  been  announced  by  the  U.S.  Department  of  Health 
Education  Welfare.  For  information  and/or  application  forms  con- 
tact: Dr.  Paul  F.  Hahn,  Chief,  Office  of  Extramural  Grants,  Division 
of  Radiological  Health,  U.S.  Public  Health  Service,  Washington,  D.C. 


In  a first  behavioral  study  of  600  teen-agers,  conducted  by  the 
American  Social  Health  Association  (in  cooperation  with  the  NYC 
Department  of  Health  for  the  Venereal  Disease  Branch  of  the  U.S. 
Public  Health  Service).  These  facts  emerged:  (1)  VD  was  not 
a transient-population  problem,  (2)  although  many  patients  come 
from  slum  housing,  over  half  lived  in  apartments  maintained  by  the 
family;  (3)  employment  of  the  patient’s  mother  was  not  found  to 
have  a meaningful  relationship  to  incidence;  (4)  there  was  marked 
disinterest  in  schools  among  victims  with  many  “drop-outs;”  (5) 
only  one-third  had  any  form  of  employment  up  to  date  of  inter- 
view; (6)  sources  of  sex  knowledge  reflected  behaviorism;  those  who 
received  their  information  from  associates  or  pornographic  publica- 
tions were  more  promiscuous.  Researchers  cited  “the  confusion 
existing  today  with  respect  to  standards  of  sexual  behavior.” 

Delaware’s  program  of  TB  and  VD  control  in  migrant  labor  camps 
was  featured  as  lead  article  in  the  June  issue  of  Bulletin , publication 
of  the  National  Tuberculosis  Association.  Each  summer,  members 
of  Delaware’s  medical  team  go  on  a tour  of  labor  camps  and  farms 
where  migrant  workers  are  employed,  to  test  the  personnel  for  these 
diseases. 

William  M.  Kraemer,  M.D.,  of  Wilmington  was  the  recipient  of  an 
honorary  doctor  of  science  degree  at  the  recent  Jefferson  Medical 
College  commencement  in  Philadelphia.  An  alumnus  of  Jefferson, 
’06,  Dr.  Kraemer  established  himself  in  practice  in  Wilmington,  and 
set  up  an  experimental  laboratory  in  conjunction  with  his  office  to 
investigate  the  causes  of  cancer.  Out  of  this  grew  the  Elizabeth 
Storck  Kraemer  Memorial  Foundation  for  which  Dr.  Kraemer  is 
now  Director  of  Research. 
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HOW  WELL  ARE  WE  INFORMED 

“A  fever  can  be  killed  by  drinking  whiskey.  A communicable  disease 
can  be  inherited.  Raw  beefsteak  reduces  the  swelling  of  a black  eye.  Each 
of  these  statements  is  false.  And  yet,  half  of  all  college  freshman  questioned 
over  the  past  25  years  ...  by  Dr.  H.  Frederick  Kilander,  professor  of 
education  at  New  York  University,  said  they  were  true.”1 

A teacher  in  a Delaware  high  school,  during  the  current  year,  is  said 
to  have  given  his  class  the  impression  (determined  by  polling  its  members) 
that  “a  doctor  must  be  a member  of  the  A.M.A.  in  order  to  practice  medi- 
cine.” One  alert  student,  doubting  the  correctness  of  this  concept,  ques- 
tioned an  officer  of  the  Medical  Society  of  Delaware  for  clarification  and 
then  informed  the  teacher  of  the  facts.  In  defense  of  our  educational 
system  let  it  be  noted  1)  the  student  did  not  hesitate  to  disagree  with  his 
teacher  and  2)  it  is  reported  that  the  information  was  accepted  in  good 
grace  by  the  teacher. 

Presumably  it  is  not  general  knowledge  that  the  right  to  practice 
medicine  is  determined  by  each  state — it  is  an  attribute  to  “states’  rights.” 
The  laws  of  Delaware  regulating  the  practice  of  medicine,  surgery  and  osteo- 
pathy provided  for  a Medical  Council  of  Delaware  and  a Board  of  Medical 
Examiners.  The  Council  is  empowered  to  “issue  certificates  for  license  to 
practice  medicine  and  surgery  to  such  applicants  as  have  presented  diplomas 
(as  to  medical  school  training)  . . . and  successfully  passed  the  examination” 
provided  by  the  Board  of  Medical  Examiners.2  No  one  medical  organization 
or  any  group  of  the  more  than  one  hundred  national  medical  societies  can 
determine  the  licensing  of  a physician  in  any  state. 

One  can  follow  the  ineptness  of  uninformed  people  more  readily  than 
one  can  understand  the  ratiocinations  of  the  well  informed  or  those  who 
should  be  well  informed.  There  is  no  substitute  for  the  truth.  What  con- 
sideration lies  behind  the  following  statements  attributed  to  Clement  Attlee?3 
“That’s  another  question  Americans  are  always  asking:  ‘How  do  you  like 
your  socialized  medicine?’  I’ve  no  trouble  with  that  one.  ‘How  do  you 
like  your  socialized  plumbing?’  I ask  them.  ‘Or  are  you  still  using  the  old 
bucket?’  ” Is  this  feeble  facetiousness  or  a phrenetic  grasp  for  a politically 
potent  catch  phrase?  Is  Attlee  unaware  that  our  plumbing  facilities  are 
sold  competitively  by  independent  groups  in  our  free  enterprise  system? 
Does  he  not  know  that  our  sewage  systems  are  planned  and  operated  by 
municipal,  county  or  district  sanitary  systems?  His  comment  illustrates 
splendily  the  distinction  between  local  planning  and  control  and  that  of 
federal  planning  and  control.  It  is  local  planning  and  control  which  informed 
citizens  seek  to  preserve  in  providing  medical  care  for  our  people  in  the 
United  States.  y* 

REFERENCES: 

].  Editorial,  Medicine  at  Work  1:  1,  July,  1961. 

2.  Laws  of  Delaware  regulating  the  practice  of  medicine,  surgery,  and  osteopathy.  Chapter  17,  Title  24,  Delaware 
Code,  I960. 

3.  The  New  Yorker,  Page  27,  June  3,  1961. 
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DELAWARE’S  DELEGATE  REPORTS 


• • • 


• Report  of  the  1961  Annual  Meeting  of  the 
American  Medical  Association  by  H.  Thomas 
McGuire,  M.D.,  Delegate  of  the  Medical  Society 
of  Delaware  to  the  American  Medical  Associa- 
tion. 


The  1961  Annual  Session  of  the  House 
of  Delegates  of  the  American  Medical  As- 
sociation gave  substantial  evidence  of  con- 
cern by  physicians  in  all  parts  of  the 
country  with  medicine’s  position  in  a time 
of  change  and  crisis.  One  hundred  fifteen 
resolutions,  the  largest  number  ever  to  be 
introduced,  and  twenty-eight  reports  were 
handled  by  the  House.  Among  them  were 
major  actions  in  the  fields  of  osteopathy, 
medical  discipline,  general  practice  resi- 
dencies, relations  with  allied  health  pro- 
fessions, and  a number  of  others.  This  is 
a report,  necessarily  abbreviated,  of  the 
10th  Annual  Meeting  held  June  25-30  in 
New  York  City. 

Osteopathy 

Osteopathy  and  its  place  in  the  medical 
scheme  of  things  has  been  of  increasing 
concern  to  physicians  and  medical  organiza- 
tions during  recent  years.  Notably,  the 
Philadelphia  County  Medical  Society  in 
this  area  has  defined  and  redefined  its  policy 
toward  osteopaths  in  the  past  few  months, 
and  there  has  been  considerabe  agitation 
for  a review  of  the  AMA  position.  This 
review  was  perhaps  the  single  most  import- 
ant product  of  the  meeting.  A new  state- 
ment of  AMA  policy,  based  upon  considera- 
tion of  a report  of  the  Judicial  Council  and 
several  resolutions  on  osteopathy,  leaves 
the  handling  of  medical-osteopathic  rela- 


tionships up  to  the  state  medical  societies. 
This  action  is  based  upon  the  realization 
that  there  is  little  osteopathic  literature  as 
such,  and  that  a considerable  proportion 
of  practicing  D.O.’s  do  in  fact  practice 
medicine  in  very  much  the  same  way  that 
the  M.D.  does.  The  AMA  policy  statement 
recognizes  that  there  can  never  be  an  ethical 
relationship  between  an  M.D.  and  a cultist, 
that  is,  one  who  practicies  a system  of  heal- 
ing not  founded  upon  scientific  fact,  but 
that  cultism  can  no  longer  be  broadly  ap- 
plied to  osteopathy.  This  opens  the  door 
for  medical  recognition  not  of  osteopathy, 
but  of  osteopaths  who  practice  scientific 
medicine.  The  Medical  Society  of  Dela- 
ware now  has  a committee  working  to 
develop  appropriate  follow-up  action,  and 
a reappraisal  of  the  State  Medical  Society’s 
policy  can  be  expected  at  the  1961  Annual 
Meeting  this  October. 

Medical  Discipline 

The  House  reiterated  medicine’s  long 
standing  position  that  physicians  are  both 
competent  and  obligated  to  enforce  discip- 
line in  their  own  ranks  and  approved  sug- 
gestions for  better  implementation  of  the 
responsibility.  The  report  of  a five-man 
committee  on  medical  discipline  was  ac- 
cepted and  approved  with  only  three  word 
changes.  An  editorial  elsewhere  in  this 
issue  of  the  Journal  discusses  discipline  in 
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some  detail.  The  actions  of  the  House, 
though,  dealt  primarily  with  the  machinery 
of  enforcement.  Among  other  things,  the 
By-Laws  of  the  AMA  will  be  changed  to 
confer  original  jurisdiction  on  the  Associa- 
tion in  the  enforcement  of  discipline.  This 
does  not  mean  a supersession  of  county  or 
state  responsibility,  but  does  give  the  AMA 
authority  to  act  in  the  absence  of  local  ac- 
tion. A reporting  system  of  disciplinary 
actions  will  be  instituted,  so  that  a central 
registry  and  index  of  these  may  be  main- 
tained in  Chicago.  Recognizing  the  reluct- 
ance of  the  average  physician  to  institute 
complaints  against  a fellow  practitioner,  the 
House  urged  local  grievance  committees  to 
act  as  “grand  juries,”  thereby  bringing  the 
organized  authority  of  medicine  into  play 
as  an  enforcing  agent.  Further,  the  Com- 
mittee suggested  that  the  medical  schools 
do  not  do  a fully  adequate  job  of  informing 
medical  students  of  the  purposes  and  ra- 
tionale of  the  Code  of  Medical  Ethics,  and 
suggested  correction  of  the  deficiency. 

Finally,  the  House  recognized  that  many 
state  medical  boards  of  examiners  have  not 
fully  kept  pace  with  the  times.  When 
these  boards  were  instituted,  it  was  neces- 
sary to  screen  potential  physicians  care- 
fully for  character  and  basic  medical 
knowledge.  Today,  on  the  other  hand, 
it  is  accepted  that  a graduate  of  an  Ameri- 
can or  Canadian  school  is  by  that  fact  of 
reasonably  good  character  and  education. 
The  House  suggested  that  the  boards  re- 
appraise their  fuctions  to  see  if  more  super- 
vision of  physicians  is  not  required  after 
licensure  with  correspondingly  less  empha- 
sis upon  the  pre-licensure  examinations. 

Surgical  Assistants 

In  considering  a further  report  of  the 
Judicial  Council,  the  House  clarified  its 
position  on  surgical  assistants.  In  essence, 
a surgeon  may  legitimately  employ  another 
surgeon  to  assist  him  either  on  a full-time 
or  on  a per  case  basis.  In  this  case,  he  is 
fully  justified  in  paying  the  assistant  di- 
rectly for  services.  The  employment,  how- 
ever, must  be  legitimate  and  cannot  be 
used  as  a subterfuge  to  split  fees  or  to 


divide  an  insurance  benefit.  In  all  cases 
in  which  legitimate  employment  is  not  a 
factor,  a physician  may  bill  only  for  work 
he  himself  has  actually  performed,  and  as- 
sistants, or  anyone  else  who  has  treated 
the  patient,  must  submit  separate  bills  and 
be  compensated  separately. 

Drug  Legislation 

The  House  condemned  legislation  before 
the  Kefauver  Committee  which  would 
authorize  the  Food  and  Drug  Administra- 
tion to  determine  the  efficacy  as  well  as  the 
safety  of  a prescription  drug  before  the 
drug  could  be  approved  for  distribution. 
The  Association  pointed  out  that  a decision 
on  effectiveness  depends  upon  extended 
research,  experimentation,  and  usage.  “The 
marketing  of  a relatively  useless  drug  is 
infinitely  less  serious  than  would  be  the 
arbitrary  exclusion  from  the  market  of  a 
drug  that  might  have  been  lifesaving  for 
many  persons,”  said  the  Delegates. 

General  Practice  Residencies 

The  Delegates  directed  the  Council  on 
Medical  Education  and  Hospitals  to  con- 
sider for  approval  two-year  programs  in 
general  practice  with  incorporate  experi- 
ence in  obstetrics  and  in  surgery.  These 
programs  will  be  reviewed  on  their  merits, 
and,  if  acceptable,  will  be  incorporated 
with  the  previously  established  family 
practice  programs. 

Relations  With  Other  Health  Professions 
And  Services 

An  entirely  new  mechanism  was  set  up 
to  deal  with  problems  shared  by  medicine 
and  other  health  disciplines.  A commission 
composed  of  seven  members  will  correlate 
and  act  upon  the  recommendations  of  sub- 
committees in  specific  health  areas,  to  be 
named  by  the  Commission  in  cooperation 
with  the  scientific  sections.  The  hope  is 
that  by  providing  adequate  and  well-in- 
formed representation  to  other  disciplines, 
problems  can  be  minimized  and  effective, 
equitable  solutions  worked  out. 

Polio  Vaccine 

One  of  the  meeting’s  bigger  news  stories 
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arose  from  the  endorsement  by  the  House 
of  the  Sabin  live-virus  polio  vaccine,  and 
recommendations  for  wide-spread  distri- 
bution of  it.  It  was  the  feeling  of  the 
House  that  the  Sabin  vaccine  will  be  cap- 
able of  eradicating  the  poliovirus  by  making 
it  impossible  for  the  virus  to  live  in  the 
human  gastro-intestinal  tract.  It  was 
strongly  implied  that  the  Salk  vaccine, 
while  endorsed  as  very  effective  against 
the  disease  itself,  is  incapable  of  eliminating 
the  virus.  Dr.  Salk  took  exception  to  this 
statement,  by  replying  that  the  Sabin  vac- 
cine was  incapable  of  producting  any  result 
not  produced  by  the  Salk  vaccine.  Dr. 
Larson,  president  of  the  Association,  wired 
Dr.  Salk  that  the  Council  on  Drugs  would 
be  willing  to  consider  this  question  at  once 
with  him,  but  a meeting  between  Dr.  Salk 
and  the  Council  failed  to  materialize  during 
the  session. 

Social  Security 

The  Delegates  again  reiterated  their  op- 
position to  physician  coverage  under  the 
Social  Security  Program.  They  also  re- 
jected again  a bid  for  a nation-wide  poll 
of  physician,  AMA-members  and  non-mem- 
bers, on  this  question. 

The  Delegates  also  reiterated  their  op- 
position to  any  legislation  of  the  King- 
Anderson  type,  which  would  place  medical 
care  for  the  aged  under  the  Social  Security 
system. 

Officers  Elected 

Dr.  Leonard  W.  Larson  of  Bismark, 


North  Dakota  was  inaugurated  president 
of  the  AMA  during  the  meeting.  Dr. 
George  M.  Fister  of  Ogden,  Utah,  a mem- 
ber of  the  AMA  Board  of  Trustees  since 
1957,  was  named  president-elect.  Dr.  Fis- 
ter’s  victory  over  current  Board  Chairman 
Dr.  Julian  Price,  in  spite  of  Dr.  Price’s 
enormous  personal  popularity,  was  widely 
interpreted  as  a vote  by  the  Delegates  for 
a generally  more  progressive  administration 
of  the  AMA. 

Award 

Dr.  Walter  H.  Judd  of  Minneapolis,  a 
physician  and  a member  of  Congress,  re- 
membered as  keynote  speaker  at  the  1960 
Republican  National  Convention,  received 
the  Distinguished  Service  Award  for  his 
contributions  as  a medical  missionary, 
humanitarian  and  statesman  devoted  to 
world  peace.  Dr.  Hugh  Hussey,  dean  of 
Georgetown  University  School  of  Medicine, 
was  elected  chairman  of  the  Board  of 
Trustees.  The  selection  of  a physician 
from  the  academic  world  to  fill  this  posi- 
tion is  unusual,  and  is  considered  to  presage 
a vigorous  role  for  the  Board  of  Trustees, 
particularly  on  the  Washington  scene.  Dr. 
Percy  Hopkins  of  Chicago  was  named  vice- 
chairman  and  Dr.  James  Z.  Appel  of  Lan- 
caster, Pennsylvania,  secretary.  Dr.  Alfred 
R.  Shands,  Jr.,  of  Wilmington  was  nomin- 
ated to  the  Council  on  Medical  Education 
and  Hospitals,  but  was  defeated  by  Dr. 
Kenneth  C.  Sawyer  of  Denver,  whose  long 
time  service  in  the  House  of  Delegates  and 
consequent  personal  acquaintanceships  ap- 
pears to  have  been  a factor. 
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James  P.  Walsh,  M.D.,  University  of  Pennsylvania 
School  of  Medicine,  ’17,  obtained  his  Delaware  license 
in  1959.  Specialty:  Internal  Medicine.  Dr.  Walsh  has 
seven  children,  2 to  16  years  of  age,  enjoys  golf  and  is 
reputed  to  be  an  exceptionally  good  bridge  opponent. 
Office:  623  Delaware  Avenue,  Wilmington. 


Luis  Mario  Garcia,  M.D.,  Universidad  de  Antioquia, 
Colombia,  ’51,  is  a native  of  Colombia.  His  four  children 
absorb  99%  of  his  free  time  and  the  balance  is  used  for 
the  fine  art  of  carpentry.  Specialty:  General  Surgery. 
Delaware  license:  1958.  Office:  1006  West  Tenth  Street, 
Wilmington. 


William  D.  Johnson,  M.D.,  University  of  Pennsylvania 
School  of  Medicine,  ’53,  was  born  in  Greensboro,  N.C. 
Specialty:  Obstetrics  and  Gynecology.  Golf,  gardening 
and  sailing  are  on  his  hobby  list  and  Dr.  Johnson  and 
his  wife  are  badminton  enthusiasts.  Office:  1401  Penn- 
sylvania Avenue,  Wilmington. 


Joseph  A.  Click,  M.D.,  Jefferson  Medical  College,  ’57, 
is  a Delawarean  by  birth  and  obtained  his  license  in 
1958.  Specialty:  General  Practice.  Dr.  Glick  has  two 
children,  likes  to  paint  (medium:  oils)  and  is  the  M.D. 
for  the  Brandywine  High  School  football  team  which, 
he  says,  gives  him  an  excuse  to  take  in  a football  game 
on  Saturdays!  Office:  1006  West  10th  Street,  Wilming- 
ton. 
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HIGHLIGHTS  OF  THE  1961  NATIONAL  AUXILIARY  CONVENTION 


The  thirty-eighth  annual  convention  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  held  in  New  York 
City,  June  26th-28th  at  the  Hotel  Roose- 
velt. Mrs.  Harry  F.  Pohlmann,  Convention 
Chairman,  and  members  of  the  various 
committees  deserve  much  praise  for  their 
hospitality  and  efficient  management  of 
convention  details. 

Mrs.  William  MacKensie,  National  Presi- 
dent, presided  at  the  formal  opening  and 
greetings  were  extended  by  Dr.  Norman 
S.  Moore,  Immediate  Past  President  of  the 
State  Medical  Society  of  New  York. 

Roll  call,  by  the  constitutional  secretary 
showed  283  registered  voting  delegates,  5 
past  National  Presidents,  and  31  National 
Chairmen.  Alternates,  members  and  guests 
raised  the  total  registration  to  1,137.  Dela- 
ware was  represented  by  Mrs.  Joseph 
Casella,  Mrs.  H.  Thomas  McGuire  and 
Mrs.  J.  Leland  Fox.  Other  registered  Dela- 
wareans were:  Mrs.  Edward  T.  O’Donnell, 
Mrs.  G.  Barrett  Heckler  and  Mrs.  Lemuel 
C.  McGee. 

The  budget  for  the  year  1961-62,  total- 
ing $84,340.07,  was  approved  as  presented. 
Recommendations  from  the  Board  of  Direc- 
tors were  accepted,  including  $10,000  to 
the  American  Research  Foundation,  $5,000 
to  AMEF  and  $1,000  to  the  AMA’s  program 
for  placing  Today’s  Health  in  high  school 
libraries  around  the  country.  A brief  fi- 
nancial report  was  distributed  to  the  con- 
vention body. 

State  reports  by  the  presidents  were  given 
regionally,  with  the  vice  presidents  acting 
as  moderators.  Projects  related  were  varied, 
ranging  from  poisonous  plant  information 
centers,  editing  of  cook  books  (compiled 
favorite  recipes  of  auxiliary  members)  to 
educational  programs,  but  operation  coffee 
cup  swinging  the  legislation  pendulum,  re- 
ceived top  priority.  Each  of  us  has  a par- 


ticular interest  in  the  defeat  of  the  Federal 
Government’s  proposed  medical  program 
for  the  aged  and  our  elected  representatives 
were  so  informed.  We  must  give  to  our 
community,  not  just  through  our  medically 
connected  functions,  but  as  active,  thinking, 
questioning  citizens,  whose  prime  interest 
in  politics  is  good  government,  administered 
by  qualified  people. 

Several  interesting,  impressive  and  hu- 
morous presentations  were  made  during  the 
sessions.  Under  Civil  Defense,  Mrs.  Neil 
W.  Woodward  spoke  on  “Food  for  Sur- 
vival.” Dr.  George  Gardner,  Professor  of 
Psychiatry,  Harvard  Medical  School,  chose 
the  topic  “Problems  of  Adolescents”  and 
the  timely  subject  “The  Cost  of  Medical 
Care”  was  ably  presented  by  Leonard  Mar- 
tin, Department  of  Economic  Research 
AMA. 

Dr.  Vincent  Askey,  retiring  president  of 
the  AMA  told  of  the  AMA’s  efforts  to  at- 
tract qualified  students  to  the  study  of 
medicine.  A check  for  $195,264.22  was 
then  presented  to  Dr.  George  F.  Sull,  presi- 
dent of  AMEF.  This  is  the  largest  contri- 
bution to  date.  The  Ethel  Gastimeau  Tro- 
phy, for  raising  the  largest  amount  of  money 
for  this  program,  went  to  the  Tennessee 
Medical  Auxiliary. 

The  installation  of  officers  was  conducted 
by  Mrs.  George  Turner  of  Texas.  Mrs. 
Harlin  English,  Danville,  Illinois  is  our  new 
president  and  Mrs.  William  Thuss,  Bir- 
mingham, Alabama  was  named  president- 
elect. 

Mrs.  English  then  gave  a very  warm  and 
inspiring  inaugural  address.  This  gracious 
lady  has  promised  to  be  with  us  at  our  an- 
nual meeting  on  October  28th,  and  may  I 
urge  each  of  you  to  attend  and  meet  your 
National  Auxiliary  President. 

Mrs.  IT.  Thomas  McGuire 
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DELAWARE  HEALTH  FAIR 


Victor  D.  Washburn,  M.D. 


As  your  elected  representative  to  the 
Delaware  Academy  of  Medicine,  I wish  to 
report  that  the  Academy  is  sponsoring  a 
Health  Fair  which  will  be  held  in  the  State 
Armory  in  Wilmington  beginning  Wednes- 
day, March  14th  and  ending  Wednesday, 
March  21,  1962. 

Exhibits  will  be  non-commercial,  scientific 
in  nature  and  pertaining  to  health  educa- 
tion as  well  as  to  the  medical  or  allied  fields. 
There  will  be  no  admission  charge. 

Objectives  Of  The  Fair 

1.  The  presentation  of  authoritative 
medical  information  in  a manner  and  form 
useful  and  understandable  by  the  laity. 

2.  To  attract  more  persons  into  employ- 
ment in  the  fields  of  medicine,  para-medi- 
cine, health  and  science. 

3.  To  arouse  in  young  people  a desire 
and  determination  to  prepare  themselves 
for  a life  career  in  medicine  or  allied  health 
fields. 

The  Health  Fair  is  entitled  to  and  needs 
the  continuous  assistance  and  support  of 
each  and  every  member  of  the  Medical 
Society  of  Delaware.  It  will  be  helpful  if 
you  will  keep  abreast  of  Health  Fair  affairs 
as  they  develop. 

Members  of  such  groups,  to  mention  a 
few  as  the  Delaware  Heart  Association,  Del- 
aware Cancer  Society,  Delaware  Diabetes 
Association  and  Associations  of  Delaware 
Hospitals  should  take  an  active  part  in 
preparing  and  presenting  effective  exhibits 
at  the  Fair. 

Some  members  will  be  requested  to  share 
some  of  their  most  valued  possessions, 
namely;  their  time  and  knowledge  in  serv- 
ing as  demonstrators  of  exhibits  in  which 


they  are  interested  and  qualified  to  answer 
the  searching  questions  of  teen-agers  who 
have  participated  in  Science  Fairs  in  our 
community  as  well  as  members  of  the  gen- 
eral public. 

The  uninformed  Health  Fair  demonstra- 
tor or  the  one  who  attempts  to  conceal  his 
inability  to  answer  questions  by  saying  that 
the  answer  is  too  technical  for  the  ques- 
tioner to  comprehend  represents  a hazard 
to  the  success  of  the  Fair. 

The  Health  Fair  will  be  open  to  school 
children  in  guided  tours  each  week-day 
from  nine  in  the  morning  until  three  in 
the  afternoon.  School  authorities,  public, 
parochial  and  private,  have  been  invited  to 
send  children  and  their  teachers  to  the 
Health  Fair  and  it  has  been  estimated  that 
between  seven  and  eight  thousand  children 
may  participate  in  the  guided  tours. 

One  of  the  exhibits  is  spoken  of  as  the 
“ Transparent  Woman ” which  is  located  in 
a small  “theatre”  seating  60  persons.  As 
the  various  blood  vessels  and  organs  are 
illuminated  by  electric  lights  a taped  re- 
cording by  a woman  explains  or  describes 
the  functions  of  the  part  or  organ  so  illu- 
minated. 

This  reporter  is  of  the  opinion  that  the 
Health  Fair  referred  to  will  be  conducted 
successfully  if  the  resources  of  the  medical 
and  allied  professions  are  made  available 
in  full  to  the  sponsoring  Delaware  Academy 
of  Medicine.  Basically  our  over-all  ob- 
jective is  the  recruitment  of  people  to  fill 
the  vacancies  present  and  future  in  medical 
and  allied  fields.  We  should  join  with  in- 
dustry and  governmental  agencies  in  mak- 
ing re-training  available  to  those  who  are 
unemployed  by  reason  of  automation  in 
industry. 
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Recent  Accessions  to  the  Library  of  the 
Delaware  Academy  of  Medicine 


Brain , Sir  Russell,  Clinical  Neurology,  1960. 

Oxford  University  Press 
Ford,  Frank  R.:  Diseases  of  the  Nervous 

System  in  Infancy  and  Childhood,  4th  ed., 

1960.  Thomas 

Gordienko,  A.  N.:  Control  of  Immunogenesis 
by  the  Nervous  System,  1958.  Roster-On-Don 
Pathophysiological  Series:  Experimental  Re- 
search Into  Higher  Nervous  Activity,  Es- 
pecially The  Interaction  of  the  First  and 
Second  Signalling  Systems,  In  Certain  Neu- 
ropsychotic  Diseases,  1955.  Academy  of 
Sciences  of  the  U.S.S.R. 

Ophthalmology 

Francois,  Jules : Heredity  in  Ophthalmology, 

1961.  Mosby 
Pathology 

Koss,  Leonard  G .:  Diagnostic  Cytology,  1961. 
Lippincott 
Pediatrics 

Ross  Conference  on  Pediatric  Research : Normal 
and  Abnormal  Respiration  in  Children,  1961. 
Ross  Laboratories 
Pharmacology 

Goth,  Andres : Medical  Pharmacology,  1961. 
Mosby 

Poison,  C.  J.  and  Tattersall,  R.  N.:  Clinical 
Toxicology,  1959.  Lippincott 

Physiology  (See  also  Cardiovascular  System) 
Best,  Charles  H.  and  Taylor,  Norman  B.:  The 
Physiological  Basis  of  Medical  Practice, 
1961.  Williams  and  Wilkins 
Guyton,  Arthur  C. : Textbook  of  Medical  Phy- 
siology, 1961.  Saunders 
Problems  of  the  Physiology  of  the  Processes 
of  Fatigue  and  Recovery,  1958.  Academy 
of  Sciences  of  the  Ukrainian  S.  S.  R. 
Psychiatry 

Erickson,  Milton  H.;  Hershman,  Seymour  and 
Seder,  Irving  I. : Practical  Application  of 
Medical  and  Dental  Hypnosis,  1961.  Julian 
Press 

Wallin,  J.  E.  Wallace : Mental  Deficiency,  1956. 
Journal  of  Clinical  Psychology 
Radiology 

Lacassagne,  A.  and  Gricouroff,  G.:  Action  of 
Radiation  on  Tissues,  1958.  Grune  and 
Stratton 

Respiratory  System  (See  Cardiovascular  Sys- 
tem, Pediaterics,  Surgery) 

Surgery  (See  also  Cardiovascular  System) 


Allen,  Arthur  W.  and  Woolf  oik,  David : Ab- 
dominal Surgery,  1961.  Hoeber 
Anan'yer,  M.  G.:  New  Soviet  Surgical  Appa- 
ratus and  Instruments  and  Their  Applica- 
tion, 1961.  Pergamon  Press 
Blades,  Brian:  Surgical  Diseases  of  the  Chest, 
1961.  Mosby 

Wade,  Preston  A.:  Surgical  Treatment  of 

Trauma,  1960.  Grune  and  Stratton 
Wallace,  A.  B.,  ed.:  Transactions  of  the  In- 
ternational Society  of  Plastic  Surgeons,  2nd 
Congress,  1960.  Livingstone 
Toxicology 

Browning,  Ethel:  Toxicity  of  Industrial  Metals, 
1961.  Butter  worth 
Urogenital  System 

Milne,  M.  G. : Recent  Advances  in  Renal 

Disease,  1961.  Lippincott 
Riches,  Sir  Eric,  ed.:  Modern  Trends  in  Ur- 
ology, 1960.  Hoeber 

White,  Abraham  G.:  Clinical  Disturbances  of 
Renal  Function,  1961.  Saunders 

Musculoskeletal  System 

Conwell,  H.  Earle  and  Reynolds,  Fred  C.: 
Management  of  Fractures,  Dislocations,  and 
Sprains,  1961,  7th  ed.  Mosby 
Mills,  Lewis  C.  and  Moyer,  John  H.,  eds.: 
Inflammation  and  Diseases  of  Connective 
Tissue,  1961.  W.  B.  Saunders 

Obstetrics  and  Gynecology 

Mendelson,  Curtis  L. : Cardiac  Disease  in 

Pregnancy,  1960.  Davis 
Willson,  J.  Robert:  Atlas  of  Obstetrics  Technic, 
1961.  Mosby 

Willson,  J.  Robert:  Management  of  Obstetric 
Difficulties,  6th  ed.,  1961.  Mosby 
Neoplastic  Diseases 

Kavetskii,  R.  E.:  The  Neoplastic  Process  and 
the  Nervous  System,  1958.  State  Medical 
Publishing  House. 

Raven,  Ronald  W. : Cancer,  Progress,  1960 
Butterworth 

Nervous  System  (See  also  Neoplastic  Diseases) 
Periodicals 
Archives  of  Pediatrics 
Dental  Progress 
Journal  Lancet 

Journal  of  the  Medical  Association  of  Georgia 
Journal  of  Mississippi  State  Medical  Associa- 
tion 

Journal  of  Nuclear  Medicine 
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With  proper  medical  management  and  adequate 
control  of  seizures,  epileptic  persons  may  lead  pro- 
ductive, functioning  lives.1,2  To  implement  this  goal, 
many  clinicians  have  come  to  rely  on  Dilantin  for 
outstanding  control  of  grand  mal  and  psychomotor 
attacks.  For  example,  when  Dilantin  was  adminis- 
tered to  12  patients,3  all  but  one  remained  seizure- 
free  in  the  hospital  after  the  diphenylhydantoin 
blood  level  had  reached  its  maximum.  This  patient 
experienced  a single  convulsion  but  had  “...no 
further  seizures  during  the  subsequent  three  and 

fill  H MTl MT  a mont*1s  of  observa- 
U I Util  1 1 IV  t'on-’’  Dilantin  Sodium 

(diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in 
several  forms,  including 
Kapseals,  0.03  Gm.  and  0.1 
Gm.,  bottles  of  1 00  & 1 ,000. 
other  members  of  the  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 
for  grand  mal  and  psychomotor  seizures:  Phelantin® 
Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of 
100.  for  the  petit  mal  triad:  Milontin®  Kapseals 
(phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of 
100  and  1,000;  Suspension,  250  mg.  per  4 cc., 
16-ounce  bottles  • Celontin®  Kapseals  (methsuxi- 
mide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
Zarontin®  Capsules  (ethosuximide,  Parke-Davis) 
0.25  Gm.,  bottles  of  100.  See  medical  brochure  for 
details  of  administration,  precautions,  and  dosage. 


SODIUM  KAPSEALS® 

HELPS  KEEP 
HIS  SEIZURES 
IN  CHECK 


(1)  Carter,  S.:  M.  Clin.  North  America  37:315,  1953. 

(2)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257,  1957. 

(3)  Buchthal,  F.;  Svensmark,  O.,  & Schiller,  P.  J.:  Arch. 

Neurol.  2:624,  1960,  59 6 6 1 
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J.  F.  Hays,  Dover 
Gordon  Keppel,  Newark 
James  E.  Marvil,  Laurel 

Medical  School  for  Delaware 
J.  E.  Marvil,  Laurel 
L.  B.  Flinn,  Wilmington 
A.  H.  Gehret,  Wilmington 


P.  D.  Gordy,  Wilmington 
L.  C.  McGee,  Wilmington 
C.  M.  Moyer,  Laurel 
A.  R.  Shands,  Jr.,  Wilmington 
H.  V’P.  Wilson,  Dover 
Mr.  Harry  W.  Lynch,  Wilmington 
( Consultant ) 

Medical  Service  & Public  Relations 
A.  J.  Morris,  Wilmington 
L.  M.  Baker,  Dover 
J.  J.  Bredall,  Newark 

C.  A.  D’Alonzo,  Wilmington 
O.  A.  James,  Milford 
Lawrence  Katzenstein.  Wilmington 
R.  R.  Layton,  Jr.,  Dover 
Gottfried  Metzler,  Jr.,  Bridgeville 

D.  J.  Reinhardt,  III,  Wilmington 

Medicare  Adjudication 
W.  F.  Preston,  Wilmington 
R.  W.  Comegys,  Clayton 
L.  M.  Dobson,  Milford 

O.  A.  James,  Milford 

J.  B.  McClements,  Dover 
W.  W.  Moore,  Wilmington 

K.  S.  Russell,  Wilmington 
Sidney  Stat,  Wilmington 

Medico-Legal  Affairs 
J.  T.  Metzger,  Wilmington 

R.  H.  Beckert,  Bridgeville 

S.  W.  Casscells,  Wilmington 

L.  M.  Dobson,  Milford 

J.  H.  Foulger,  Wilmington 

P.  D.  Gordy,  Wilmington 

M.  B.  Pennington,  Wilmington 
S.  G.  Rogg,  Wilmington 

P.  A.  Shaw,  Wilmington 
H.  W.  Smith,  Harrington 

School  Health 
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L.  V.  Anderson,  Wilmington 
J.  B.  Baker,  Milford 

Sarah  Bishop,  Wilmington 
W.  J.  Holloway,  Wilmington 

M.  H.  Mires,  Dover 

H.  L.  Reed,  Wilmington 
A.  R.  Shands,  Jr.,  Wilmington 
R.  O.  Y.  Warren,  Wilmington 
A.  J.  Wildberger,  Georgetown 
A.  H.  Williams,  Laurel 
Representatives  to  Board  of  Directors 
Group  Hospital  Service,  Inc. 

W.  B.  Cooper,  Jr.,  Seaford 
C.  L.  Edwards,  Wilmington 
J.  A.  Krieger,  Wilmington 
Charles  Levy,  Wilmington 
H.  T.  McGuire,  Wilmington 
E.  A.  Mekanik,  Wilmington 


Liaison  with  Delaware  Chapter,  American  Cancer  Society— O.  N.  Stern,  Wilmington 

Liaison  with  Delaware  Chapter,  American  Heart  Association— Robert  L.  Dewees,  Wilmington 

Liaison  with  Delaware  Diabetes  Association — Charles  Levy,  Wilmington 

Liaison  with  Delaware  Tuberculosis  and  Health  Society— G.  A Beatty  Wilmington 

Liaison  with  Mental  Health  Activities — M.  A.  Tarumianz,  Farnhurst 

Liaison  with  Vocational  Rehabilitation  Commission — S.  W.  Casscells,  Wilmington 


WOMAN’S  AUXILIARY  — 1961 

Mrs.  J.  L.  Fox,  President,  Seaford 
Mrs.  J.  V.  Casella,  President-Elect 
Mrs.  E.  Y.  Gledhill,  Treasurer,  Wilmington 


MEDICAL  SOCIETY  OF  DELAWARE 

Mrs.  J.  B.  Baker,  Recording  Secretary,  Milford 

Mrs.  W.  B.  Cooper,  Jr.,  Corresponding  Secretary,  Seaford 


NEW  CASTLE  COUNTY 
MEDICAL  SOCIETY 


Meets  Third  Tuesday 
Andrew  M.  Gehret,  President 
Daniel  J.  Preston,  President-Elect 
Edward  S.  Parvis,  Vice-President 
Harry  J.  Repman,  Secretary 
John  W.  Alden,  Jr.,  Treasurer 

E.  C.  Syrovatka,  LL.D.,  Executive  Sec’y 
Councilors:  John  W.  Howard  ( 196 1 ) ; 

G.  William  Martin,  Jr.  (1962);  Leonard 
P.  Lang  (1963). 

Board  of  Directors:  Gerald  A.  Beatty, 

H.  Thomas  McGuire,  Allen  D.  King 
Delegates  (1961):  E.  M.  Bohan,  F.  A. 

Bowdle  T.  J.  Bulger,  I.  Charamella,  A. 
H.  Clagett,  Jr.,  J.  J.  Davolos,  J.  A.  Fla- 
herty, R.  W.  Frelick,  A.  M.  Gehret,  W. 
R.  Hazzard,  L.  R.  Kimble,  D.  W.  Mac- 
Kelcan, C.  E.  Maroney,  M.  B.  Penning- 
ton, P.  A.  Shaw,  H.  H.  Stroud,  H.  A. 
Tarrant. 


Alternates  ( 1 96 1 ) : R.  S.  Brennan,  I.  L 
Chipman,  Jr.,  F.  J.  DiCecco,  J.  J.  Egan 
J.  F.  Flanders,  W.  T.  Gallaher,  1.  Gelfc 
P.  D.  Gordy,  L.  I.  Maske.  L.  Olmedo 
P.  P.  Potocki,  D.  Rich,  G.  J.  Savage 
C.  A.  Skowron,  C.  Strahan,  Jr.,  H F 
Wendel,  L.  W.  Whitney. 


Delegates  (1961-1962):  J.  W.  Alden,  L. 

V.  Anderson,  A.  E.  Bacon,  Jr.,  S.  W. 
Bartoshesky,  M.  H.  Dorph,  S.  G.  Elbert, 

E.  F.  Gliwa,  G.  B.  Heckler,  F.  A.  Jones, 

R.  W.  Murray,  E.  S.  Parvis,  D.  J.  Pres- 
ton, D.  J.  Reinhardt,  III.  H.  J.  Repman, 

S.  W.  Rose,  W.  D.  Shellenberger,  E.  J. 
Szatkowski. 

Alternates  (1961-1962):  O.  S.  Allen,  F. 

W.  Baker,  Jr.,  J.  M.  Barsky.  J.  H.  Benge, 
Sarah  Bishop,  C.  L.  Edwards,  J.  H.  Fur- 
long, E.  Y.  Gledhill,  L.  A.  Hershon,  W. 
H.  Kratka,  J.  H.  Levinson.  E.  A.  Me- 
kanik, R.  A.  Oartel,  B.  Z.  Paulshock. 

F.  S.  Skura,  W.  J.  Vandervort,  D.  T. 
Walters. 

Woman’s  Auxiliary 
Mrs.  E.  T.  O’Donnell,  President 
Mrs.  G.  B.  Heckler,  President-Elect 
Mrs.  A.  E.  Bacon,  Jr.,  Vice-President 
Mrs.  J.  W.  Kerrigan,  Treasurer 
Mrs.  G.  N.  Ericksen,  Corres.  Secretary 
Mrs.  H.  B.  Cates,  Recording  Secretary 

KENT  COUNTY 
MEDICAL  SOCIETY 

Aleets  Quarterly , Sundays 
E.  R.  McNinch,  President 
O.  J.  Pollak,  Vice-President 
E.  S.  Dennis,  Secretary-Treasurer 


Censors:  J.  J.  Laggner,  G.  R.  Spong,  J. 

B.  McClements. 

Delegates:  F.  R.  Everett  ( 1 96 1 ) ; J.  R. 
McNinch  (1961);  R.  W.  Comegys  (1962). 
Alternates:  E.  H.  Mercer  ( 1 96 1 ) . 
Councilors:  H.  G.  Neese  (1962);  J.  J. 
Lazzeri  (1963). 

W o man  s Auxiliary 
Mrs.  George  R.  Spong,  President 
Mrs.  J.  Stites  McDaniel,  Secretary 
Mrs.  Henry  V’P.  Wilson,  Treasurer 

SUSSEX  COUNTY 
MEDICAL  SOCIETY 

C.  G.  Pierce,  President 

J.  A.  Elliott,  Vice  President 
R.  F.  Lewis,  Secretary-Treasurer 
Censors:  W.  B.  Cooper,  Jr.,  J.  B.  Ho- 
man, R.  L.  Klingel. 

Delegates  (1961  ) : O.  A.  James,  J.  W. 
Lynch,  J.  C.  Rawlins.  J.  A.  Elliott.  E.  L. 
Stambaugh,  G.  M.  Van  Valkenburgh 
Alternates  (1961):  J.  L.  Fox,  R.  C. 
Kingsbury,  D.  N.  Sills,  W.  B.  Cooper, 
Jr.,  A.  C.  Smoot.  Jr.,  C.  L.  Pierce,  Jr. 

Councilors:  J.  B.  Homan,  A.  H.  Wil- 
liams. 

Woman’s  Auxiliary 
Mrs.  L.  M.  Dobson,  President 
Mrs.  A.  C.  Smoot,  President-Elect 
Mrs.  C.  C.  Fooks,  Secretary-Treasurer 


LEMUEL  C.  McGEE 

President,  Medical  Society  of  Delaware,  1961 
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1776-1789-1961 


172nd  ANNUAL  MEETING 


October  22  and  27,  1961  - Dover  and  Wilmington 


PROGRAM 

October  22 

Treadway  Inn,  Dover,  Delaware 
2:00  P.M.  House  of  Delegates 
5:30  P.M.  Buffet  for  Delegates 

SCIENTIFIC  SESSION  (Morning) 


October  27 


Delaware  Academy  of  Medicine,  Lovering  Ave.,  & Union  St.,  Wilmington 


9:00  - 9:30 
9:35  - 9:45 

9:45  - 10:00 
10:00  - 10:15 
10:15  - 10:45 


Registration  — Exhibits  — Coffee 

Welcoming  Addresses  — Andrew  M.  Gehret,  M.D.,  President,  New  Castle 
Medical  Society  — and  others 

Report  of  the  House  of  Delegates  — Joseph  W.  Abbiss,  M.D.,  Secretary 

Presidential  Address  — Lemuel  C.  McGee,  M.D.,  President 

Medical  Problems  In  Manned  Space  Flight  — Willard  R.  Hawkins,  Major, 
M.C.,  USAF 


10:45  - 11:15  Recess  — Exhibits 


11:15-12:15  Collagen  Diseases  — Panel:  Lawrence  E.  Shulman,  M.D.,  Assistant  Pro- 
fessor of  Medicine  and  Director  of  the  Connective  Tissue 
Division  of  the  Department  of  Medicine,  Johns  Hopkins 
University  School  of  Medicine;  Mary  Betty  Stevens,  M.D., 
Instructor  in  Medicine,  Johns  Hopkins  University  School 
of  Medicine;  Robert  M.  Stroud,  M.D.,  Fellow  in  Medicine, 
Johns  Hopkins  University  School  of  Medicine 

12:15-  1:00  Election  of  President-Elect  for  1961-62  — General  Session  — Exhibits 


1:00  - 2:00  Luncheon,  as  guests  of  New  Castle  County  Medical  Society 

2:00  - 2:30  Medical  Implications  In  Parapsychology  — C.  B.  Nash,  Ph.D.  Professor  of 

Psychology,  St.  Joseph’s  College,  Philadelphia 
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2:30  - 3:00  Techniques  of  Cholesterol  Reduction , “A  Multi-Faceted  Approach  To  The 

Lowering  of  Blood  Cholesterol,”  Edward  S.  McCabe,  M.D., 
Editor,  Lippincott  Keystone  Books  in  Medicine;  Consultant 
in  Medicine  to  the  Surgeon  General,  U.S.  Army 

3:00  - 3:30  Recess  — Exhibits 

3:30  - 4:30  What's  New  In  Diagnostic  Radiology?  Panel:  Roy  R.  Greening,  M.D., 

Professor  of  Radiology,  Jefferson  Medical  College;  Herbert  M. 
Stauffer,  M.D.,  Professor  and  Director  of  Radiology,  Temple 
University  School  of  Medicine;  William  J.  Tuddenham,  M.D., 
Professor  of  Radiology,  University  of  Pennsylvania  School  of 
Medicine;  James  J.  Boyle,  Jr.,  M.D.,  Assistant  Professor  of 
Radiology,  Hahnemann  Medical  College;  Theodore  A.  Tris- 
tam,  M.D.,  Assistant  Professor  of  Radiology,  University  of 
Pennsylvania  School  of  Medicine 

4:30  - Adjournment 

Note:  The  Delaware  Diabetes  Association  will  meet  in  the  Academy  of 
Medicine  at  4:30  p.m. 


Hercules  Country  Club,  Wilmington,  Delaware 

6:30  - Reception  and  Cocktails 

7:00  - Annual  Banquet 


PROGRAM  OF  THE  THIRTY-SECOND  ANNUAL  MEETING 

The  Woman’s  Auxiliary 
to  the  Medical  Society  of  Delaware 

October  27,  1961  — Brandywine  Country  Club 
Wilmington,  Delaware 


10:00  A.M.  Registration  and  Coffee  Hour 
11:00  A.M.  General  Session 

Call  to  order — Mrs.  J.  Leland  Fox 
Pledge  of  Loyalty 
Address  of  Welcome — 

Mrs.  G.  Barrett  Heckler 
Response — Mrs.  James  F.  Hays 
Introduction  of  Guests 
Roll  Call  of  Delegates — 

Mrs.  John  B.  Baker 
Minutes  of  the  31st  Annual  Meeting 
Treasurer’s  Report — 

Mrs.  Emerson  Y.  Gledhill 
Reports  of  County  Auxiliaries — 
Kent — Mrs.  James  F.  Hayes 
New  Castle — 

Mrs.  Joseph  J.  Davolos 
Sussex — 

Mrs.  Aubrey  C.  Smoot,  Jr. 
National  Convention,  1961 — 
Delegate’s  Report — 

Mrs.  H.  Thomas  McGuire 
Report  of  the  President — 

Mrs.  J.  Leland  Fox 


Report  of  the  Nominating  Com- 
mittee — Mrs.  Laurence  L. 
Fitchett 

Election  of  Officers 

Installation  of  Officers — 

Mrs.  Hewitt  W.  Smith 
Adjournment 
1.00  P.M.  Luncheon 

Invocation — Mrs.  Charles  E.  Wagner 
Introduction  of  the  Advisory 
Committee 

Greetings  from  the  Medical  Society 
of  Delaware  — Dr.  Lemuel  C. 
McGee 

Address  — Mrs.  Harlan  English, 
National  President,  Woman’s  Aux- 
iliary to  the  American  Medical 
Association 

Presentation  of  Gavel  and 
President’s  Pin 
Inaugural  Address — 

Mrs.  Joseph  V.  Casella 
Adjournment 
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EXHIBITORS 


Booth  No. 

No.  1— - Coca-Cola  Company 

Ice-cold  Coca-Cola  served  through  the 
courtesy  and  cooperation  of  the  Del- 
aware Coca-Cola  Bottling  Company, 
Wilmington,  and  The  Coca-Cola  Com- 
pany. 

No.  2 — Willard  L.  Selby,  Nicholas  J.  Reilly 

Booksellers. 

No.  3 — Mead  Johnson  Laboratories 

The  Mead  Johnson  Laboratories’  ex- 
hibit has  been  arranged  to  give  you 
the  optimum  in  quick  service  and 
product  information.  To  make  your 
visit  productive,  specially  trained  rep- 
resentatives will  be  on  duty  to  tell 
you  about  their  products. 

No.  4 — International  Business  Machines 

Exhibiting:  The  IBM  Standard  Electric 
Typewriter  for  all  types  of  general 
correspondence,  stencil  writing,  and 
carbon  copy  applications; 

The  IBM  Executive  Electric  Typewriter 
with  Proportional  Spacing  which  sets 
and  entirely  new  standard  in  the  writ- 
ing art.  The  distinctive  appearance  of 
letters  done  on  this  typewriter  brings 
prestige  to  an  office;  and 
The  IBM  Executary  Dictating  Machine 
which  was  designed  for  a better  ex- 
ecutive-secretary team.  Some  of  its 
salient  features  are  the  use  of  a mag- 
netic belt  to  record  on;  error-free  dic- 
tation; unlimited  review;  and  remote 
indexing. 


No.  5— Schering  Corporation 

No.  6 — Mutual  Benefit  Life  Insurance 

Representatives  specially  trained  to 
understand  the  physician’s  financial 
problems  will  suggest  solutions  for 
them.  Tax  Calculator  available  at  booth 
without  obligation.  Register  for  “Es- 
tate Planning  for  Physicians,”  other 
booklets,  information  and  service  on 
NSLI  disability  benefits. 

No.  7 — Tailby-Nason  Company,  Inc. 

Professional  representatives  of  the 
manufacturers  of  Betadine  and  Super- 
tah,  are  taking  this  opportunity  to  in- 
troduce the  latest  addition  to  the 
Tailby-Nason  family,  Reactrol,  an  oral 
anti-allergenic,  anti-pruritic  tablet. 
Other  products  featured  are  Betadine 
Shampoo,  Betadine  Ointment,  Betadine 
Antiseptic  Solution,  Supertah  and 
Supertah  Hydrocortisone.  Your  in- 
quiries are  cordially  invited. 

No.  8 — Pfizer  Laboratories 


Booth  No. 

No.  9 — Medco-Sonlators,  Medcolators, 
Physical  Therapy  Equipment 

Kol-Therm,  used  for  hot  or  cold  treat- 
ments, can  be  given  either  moist  or 
dry  and  can  be  used  in  combination 
with  electrical  muscle  stimulation, 
which  gives  gentle  massage  with  either 
hot  or  cold.  Fully  automatic. 
Medco-Sonlator  provides  complete  fac- 
ilities for  combination  of  electrical 
muscle  stimulation  and  ultra-sound. 
In  many  cases  gives  much  relief  in 
acute  and  chronic  pain  in  a seven 
minute  treatment. 

No.  10 — The  Dietene  Company 

Meritene  is  the  good-tasting  protein- 
vitamin-mineral  Food  Supplement  pre- 
scribed to  provide  concentrated  nutri- 
tion for  patients  with  poor  appetite 
or  tolerance  for  ordinary  food.  Visit 
our  booth  and  let  us  serve  you  a cool, 
refreshing  Meritene  Nourishment.  Re- 
view our  Dietene  Reducing  Plan,  de- 
signed to  get  better  cooperation  from 
over-weight  patients.  The  Dietene 
Plan  provides  optimum  nutrition  and 
maximum  satiety  without  the  use  of 
drugs. 

No.  11 --The  National  Drug  Company 

Tepanil,  Tepanil  Ten-Tab  and  Oren- 
zyme  are  being  featured  at  our  exhibit. 
Tepanil  is  a completely  new  compound 
that  curbs  the  appetite  with  little  or 
no  CNS  stimulation. 

Orenzyme  is  the  first  oral  anti-inflam- 
matory enzyme  tablet  on  the  market. 
Orenzyme  is  indicated  for  the  treat- 
ment of  any  acute  inflammatory 
process  when  swelling  slows  recovery. 

No.  12 — Delaware  State  Board  of  Health 

The  exhibit  will  show  the  various 
services  available  to  physicians  for 
their  handicapped  child  patients.  These 
services  include  orthopedic,  neuro- 
logical, orthodontic,  cleft  palate, 
hearing  and  speech  abnormalities. 

No.  14 — Thermo-Fax  Sales,  Division  of 

Minnesota  Mining  & Manufacturing  Co. 

Demonstration  of  the  latest  business 
system  used  for  statement  preparation. 
Statements  can  be  prepared  for  as 
little  as  lc  each,  in  four  seconds  time. 
Days  of  work  are  condensed  into  hours. 
In  addition,  see  the  latest  in  visual 
aides  for  training  purposes. 

No.  17,  1 8-— John  G.  Merkel  & Sons,  Inc. 

No.  20— Baker  Laboratories,  Inc. 

You  are  invited  to  visit  our  booth 
where  Baker’s  Modified  Milk  and 
Varamel,  two  successful  products  for 
infant  feeding  are  on  display. 

Baker  representatives  will  be  glad  to 
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Booth  No. 

discuss  the  benefits  of  Baker  Milk 
products  which  provide  all  the  normal 
dietary  requirements  plus  a reserve 
for  stress  situations. 

No.  21  -—Roche  Laboratories 

Exhibiting:  Librium  — A therapeutic 
agent  for  superior,  safer,  faster  con- 
trol of  nervousness,  anxiety,  tension 
and  other  common  emotional  disturb- 
ances without  the  dulling  effect  or 
depressant  action  of  the  tranquilizers; 
Madribon  — A completely  different, 
low-dosage,  sulfonamide  of  particular 
value  in  the  treatment  of  bacterial 
infections,  especially  respiratory  in- 
fections; and 

Tigan  — A specific  antiemetic  agent 
effective  both  prophylactically  and 
therapeutically  against  most  clinically 
significant  types  of  nausea  and  vom- 
iting. 

No.  22 — Robert  Ramsdell,  Simplified  Tax 
Records  of  Delaware 

No.  24 — Warner  Lambert 

No.  25 — Bertholon-Rowland,  Inc. 

No.  30 — Delaware  League  For  Planned 
Parenthood,  Inc. 

Literature  of  particular  interest  to  the 
medical  profession,  will  be  available. 
The  Delaware  League  for  Planned 
Parenthood,  a state-wide  agency,  main- 
tains a four  point  program:  birth 

control  clinics;  infertility  clinics;  edu- 
cation for  marriage  and  parenthood 
and  support  of  research. 


Booth  No. 

No.  32-—A.  H.  Robins 

For  relieving  many  symptoms  of  the 
season’s  common  colds,  prescribe  Dime- 
tapp  Extentabs  and  Dimetane  Expec- 
torant. Dimetapp  Extentabs  provide 
the  unexcelled  antihistaminic  proper- 
ties of  Dimetane  plus  the  decongestant 
actions  of  phenvlephrine  and  phenyl- 
propanolamine. With  glyceryl  guaia- 
colate  these  same  compounds  form 
Dimetane  Expectorant. 

For  superior  expectorant  action  alone, 
prescribe  Robitussian.  And  for  a 
therapeutic  multivitamin,  Adabee. 

No.  34 — Doho  Chemical  Corporation 

Auralgan  — for  relief  of  pain  in  Otitis 
Media  and  removal  of  Cerumen;  Rhin- 
algan  — nasal  decongestant;  Otos- 
mosan  — for  suppurative  and  aural 
dermatomycotic  ears;  Larylgan  — for 
infectious  and  non-infectious  sore 
throat  involvements;  Biotosmosan  HC 
— antimicrobial,  anti-inflammatory,  de- 
inflammatory,  anti-allergic,  antipruri- 
tic, (contains  Hydrocortisone).  Dermo- 
plast  — bactericidal  and  fungicidal 
aerosol  spray  especially  useful  in  Obs- 
Gyn.;  Rectalgan  — liquid  topical  relief 
of  pain  and  itching  in  hemorrhoids, 
pruritus,  etc.;  Rectalyt  HC  — water- 
miscible  polymer  vehicle  containing 
Hydrocortisone. 

No.  36 — Eli  Lilly  and  Company 

You  are  cordially  invited  to  visit  the 
Lilly  exhibit  located  in  space  No.  36. 
The  Lilly  sales  people  in  attendance 
welcome  your  questions  about  Lilly 
products  and  recent  therapeutic  de- 
velopments. 


CURRICULUM 

FOR  DELAWARE  TWO-WAY  RADIO  MEDICAL  CONFERENCES 

October,  1961  Schedule 
TOPIC  AND  FACULTY 


October  3 
October  10 
October  17 

October  24 
October  31 


“Juvenile  Delinquency.”  Philip  Q.  Roche,  M.D.,  Asst.  Prof.  Graduate  School 
of  Medicine,  University  of  Pennsylvania 
“Modern  Indications  for  Cesarian  Section.”  Edward  H.  Bishop,  M.D.,  Asst. 

Prof.  OB-Gyn.,  University  of  Pennsylvania  School  of  Medicine 
“Dysfunctional  Uterine  Bleeding.”  James  D.  Garnet,  M.D.,  Asst.  Prof. 

Clinical  Ob-Gyn.,  Graduate  School  of  Medicine  University  of 
Pennsylvania 
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IMPROVING  DELAWARE’S  NURSING  HOMES 


• Care  of  chronic  disease  and  diseases  of  the 
aged  is  assuming  much  importance.  This  article 
explains  how  nursing  homes  may  fit  into  the 
total  picture. 


Floyd  I.  Hudson,  M.D. 


Nursing  homes  are  considered  an  import- 
ant link  in  the  medical  care  of  persons  con- 
valescing from  acute  diseases  or  suffering 
from  chronic  disease  of  long  standing.  At 
the  National  and  State  levels  much  thought 
has  been  given  to  the  question  of  how  a 
nursing  home  may  best  serve  persons  for 
whom  care  is  provided.  The  State  Board 
of  Health  has  been  interested  in  this  sub- 
ject along  with  the  Medical  and  Dental 
Societies,  the  Hospital  Association  and  the 
Association  of  Nursing  Homes  for  the  past 
decade.  Regulations  adopted  by  the  Board 
have  been  in  effect  since  1946.  A more  ex- 
tensive amendment  to  these  regulations  was 
added  five  (5)  years  ago. 

All  homes  in  Delaware  offer  most  of  their 
services  to  debilitated  persons  who  are  sixty- 
five  (65)  years  of  age  or  older.  The  State 
also  provides  a nursing  home  type  of  care 
in  the  Welfare  Home  and  Hospital  for 
Chronic  Illnesses  at  Smyrna.  It  is  under- 
stood that  most  of  the  State  services  are 
utilized  by  persons  who  may  be  classified 
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in  the  senior  citizen  group.  The  general 
hospitals  of  Delaware  also  provide  care  to 
a substantial  number  of  older  persons.  A 
study  of  the  use  of  general  hospital  beds  by 
persons  over  age  sixty-five  (65)  in  1959 
showed  that  sixteen  (16)  percent  of  these 
senior  citizens  were  unable  to  pay  for  their 
entire  hospitaliziation. 

Within  the  last  year  several  organized 
groups  have  expressed  interest  in  the  pro- 
grams offered  in  the  nursing  homes  of  the 
State.  The  Council  for  improving  care  of 
the  aged  became  active  with  representa- 
tion from  the  State  Medical  Society,  the 
State  Dental  Society,  the  Association  of 
Delaware  Hospitals,  the  Delaware  Associa- 
tion of  Nursing  Homes  and  the  Hospital 
Administrators  Association.  In  the  con- 
siderations of  this  group  there  was  stressed 
the  need  for  improving  generally  the  con- 
ditions in  some  of  the  nursing  homes.  This 
resulted  in  the  formation  of  a new  corpora- 
tion which  aims  at  the  voluntary  self-im- 
jorovement  of  our  nursing  home  facilities. 
The  organization  is  called  the  Delaware 
Council  for  the  Accreditation  of  Nursing 
Homes.  This  is  indeed  a creditable  effort 
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and  assures  better  care  for  patients  in  these 
institutions  in  future  years. 

The  State  Eoard  of  Health  early  in  1960 
discussed  at  great  length  the  desirability 
of  developing  a statewide  program  to  in- 
crease and  improve  the  nursing  and  other 
services  now  provided  in  existing  nursing 
home  situations.  Funds  were  a limiting 
factor.  Federal  Public  Health  Service  funds 
were  made  available  and  a qualified  nurse 
was  then  sought  to  carry  further  teaching, 
consultation  and  inspection  into  the  nursing 
home  picture.  It  was  agreed  by  the  Board 
that  the  evaluation  of  existing  nursing  home 
situations  should  be  made  by  qualified  regis- 
tered nurses,  sanitarians,  local  health  of- 
ficers, the  Fire  Marshall  and  others.  The 
Deputy  State  Health  Officers  in  each  county 
were  directed  by  the  Board  to  work  with 
a newly  selected  staff  nurse  to  offer  services 
at  each  nursing  home. 

Essential  Items 

In  evaluating  the  total  program,  a survey 
of  the  needs  in  each  community  were  elic- 
ited. Special  attention  within  each  home 
itself  was  placed  on  the  following  list  of 
items  which  were  essential  in  the  operation 
of  any  nursing  home: 

1.  Building  and  design. 

2.  Equipment. 

3.  Environmental  health  and  plant 
maintenance. 

4.  Accident  prevention. 

5.  Fire  Safety. 

6.  Physician  services. 

7.  Dental  services. 

8.  Nursing  services. 

9.  Physical  therapy. 

10.  Occupational  therapy. 

11.  Food  services. 

12.  Social  services. 

13.  Recreational  services. 

14.  X-ray  and  laboratory  services. 

15.  Pharmaceutical  services. 

16.  Patient  and  family  education. 

17.  Central  referral  and  placement. 

18.  Mental  health  and  mental  illnesses. 

19.  Relation  to  hospitals  (and  other 
medical  facilities). 


20.  Overall  operating  policies. 

21.  Personnel  management  and  policies. 

22.  Medical  records. 

23.  Recruitment  and  training  (agency 
and  home). 

All  licensed  nursing  homes  were  visited, 
inspected,  and  personnel  was  interviewed. 
Nearly  all  appeared  to  be  clean  and  devoid 
of  odors.  Sanitary  equipment  was  generally 
adequate  and  in  most  cases  better  than  that 
outlined  in  our  regulations.  From  a clean- 
liness point  of  view,  the  chief  fault  was 
what  we  choose  to  call  “clutter.”  There 
were  numerous  instances  of  much  more 
furniture  than  necessary  and  certainly  more 
than  could  be  readily  utilized.  Bedside 
tables  most  frequently  were  crammed  with 
bottles,  pill  boxes,  sanitary  tissues,  basins, 
urinals,  old  letters,  cards,  books,  magazines 
and  occasionally  a plant.  This  clutter  ap- 
peared to  prevent  an  efficient  functioning  of 
nursing  home  personnel.  Although  the  lay- 
out of  many  of  these  homes  is  not  the  best, 
we  emphasized  the  advantages  of  orderli- 
ness. A place  for  the  most  usual  items 
resulted  in  smoother  and  more  unhampered 
operation. 

The  chief  nurse  along  with  the  sanitar- 
ians, stressed  demonstrated  need  for  train- 
ing and  education  among  operators  and  per- 
sonnel. For  example,  there  seemed  to  be 
general  misunderstanding  about  the  psy- 
chology of  the  aging  process.  Most  persons 
would  not  know  where  to  draw  the  line 
between  normal  old  age  behavior,  with  some 
childish  habit  patterns,  and  senile  dementia. 

Diet  and  nutrition  training  are  essential. 
Assistance  is  particularly  needed  in  special 
diets  such  as  low  sodium,  low  fat,  or  dia- 
betic diets.  One  operator  refused  to  pro- 
vide an  apple  to  an  elderly  male  diabetic. 
We  felt  that  such  situations  are  probably 
repeated  many  times. 

Physical  activities  for  the  aged  cannot 
be  replaced.  A bed-fast  patient  is  usually 
a lost  one.  It  is  necessary  to  get  elderly 
people  out  of  bed  regardless  of  condition. 
Nursing  home  personnel  do  not  understand 
generally  simple  body  mechanics.  Patients 
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who  are  heavy  or  paralytic  are  remaining 
bed-fast  because  of  this  lack  of  knowledge. 
Nurses  and  attendants  are  needed  to  dem- 
onstrate how  easy  it  really  is  to  employ 
simple  body  mechanics  to  get  a patient  out 
of  bed.  Physical  and  occupational  therapies 
are  almost  entirely  lacking.  It  was  sug- 
gested to  operators  that  wide  use  be  made 
of  the  booklet  “Strike  Back  At  Stroke.” 
There  were  practically  no  activities  in  the 
hobby  and  recreational  fields. 

Communications  and  records  are  poor  in 
most  instances.  Referrals  are  frequently 
made  verbally  by  physicians,  hospitals,  and 
nursing  home  operators.  Record  keeping 
is  inadequate  and  may  be  anything  from 
memory  to  a composition  book — occasion- 
ally there  will  be  loose  leaf  records.  The 
entire  staff  who  worked  on  this  project 
recommended  that  standard  forms  be  pro- 


vided for  all  nursing  homes  and  that  they 
be  taught  to  use  them. 

In  evaluating  the  results  for  this  year’s 
project  to  improve  nursing  home  care,  it  is 
clear  that  many  improvements  need  to  be 
made.  A few  of  these  delinquencies  have 
been  outlined  in  the  above  paragraphs.  The 
State  Board  of  Health  plans  to  extend  its 
work  for  the  next  year  in  improving  the 
nursing  care,  rehabilitation  and  some  of 
the  other  things  mentioned  above.  An  In- 
stitute was  held  at  Emily  P.  Bissell  Hos- 
pital on  June  8,  1961,  where  some  of  these 
matters  were  discussed.  Further  training 
in  good  nursing  home  care  will  be  a part 
of  our  expanded  program  for  at  least  the 
next  year.  We  know  that  the  physicians  of 
the  State  of  Delaware  will  be  interested  in 
the  benefits  which  will  come  to  their  pa- 
tients from  this  course  of  action. 


DELAWARE  PHYSICIANS  INVITED 


The  13th  Annual  Scientific  Assembly  of  the  Maryland  Academy  of  General  Practice 
will  be  held  at  the  Tidewater  Inn,  Easton,  Md.,  on  Saturday  and  Sunday,  October  7 
and  8,  1961.  The  program  for  the  two  day  session  is  as  follows: 


Saturday,  October  7,  1961 

9:30  A.M.  Registration 

Milton  S.  Sacks,  M.D.,  Balti- 
more, Drug  Induced  Blood 
Dyscrasias 

J.  Robert  Willson,  M.D.,  Phila- 
delphia, Obstetric  Difficulties 
Edmund  J.  McDonnell,  M.D., 
Baltimore,  Office  Pediatric 
Orthopedics 

Round  Table  Luncheon 
Panel  Discussion  on  Morals 
in  Medicine,  Andrew  C.  Mit- 
chell, M.D.,  Salisbury,  Moder- 
ator. A representative  of  each 
of  the  three  faiths,  Protestant, 
Catholic,  and  Jewish  will  be 
participants. 

3.30  P.M.  Annual  Business  Meeting 
6:30  P.M.  Reception  and  Cocktail  Hour 
7:30  P.M.  Annual  Banquet 


10:00  A.M. 


10:40  A.M. 


11:20  A.M. 


Noon 
1:30  P.M. 


Sunday,  October  8,  1961 

9:30  A.M.  Registration 
10:00  A.M.  Patrick  C.  Phelan,  Jr.,  M.D., 
Baltimore,  New  Treatment  of 
Burns 


10:30  A.M.  C.  Parke  Scarborough,  M.D., 
Baltimore,  The  Role  of  Plastic 
Surgery  in  the  Practice  of 
Medicine 

11:00  A.M.  F.  Ford  Loker,  M.D.,  Balti- 
more, Minor  Surgical  Office 
Procedures 

Noon  Round  Table  Luncheon 

1:30  P.M.  Panel  Discussion  on  Cardiac 
Disturbances,  Nathan  E.  Nee- 
dle, M.D.,  Baltimore,  Modera- 
tor 

Participants : 

Henry  J.  L.  Marriott,  M.D., 
Baltimore,  Clinical  vs.  Elec- 
trocardiographic Diagnosis  of 
Heart  Disease 

R.  Adams  Cowley,  M.D.,  Balti- 
more, Use  of  Surgery  in  the 
Correction  of  Heart  Defects 
Jonas  R.  Rappeport,  M.D., 
Baltimore,  The  Psychiatric 
Factor  in  Treatment  of  Heart 
Disease 

3:30  P.M.  Adjournment 
Note:  Each  lecture  will  be  followed  by  a 
10  minute  question  and  ansiver  period. 
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WILL  YOU  BE  THERE? 


• Because  the  growing  importance  of  shel- 
ters to  protect  against  radioactive  fallout  is  be- 
ing stressed,  the  construction  of  such  a shelter 
is  presented  and  described  in  the  following 
article. 


George  F.  Campana,  M.D. 

0.  Eugene  Trivits,  B.S. 

Will  you  be  among  those  “present  and 
accounted  for”  when  the  survivors  are  tabu- 
lated after  an  aggressor  has  unleashed  a 
thermo-nuclear  attack  on  “That  Day”?  To 
be  sure,  we  don’t  know  if  there  will  ever 
be  a “That  Day” — we  can  only  hope  not. 
However,  the  threat  of  thermo-nuclear  con- 
flict remains  ever  present,  perhaps  today 
more  than  ever.  It  has  become  a well 
known  fact  that  atomic  strikes  on  this 
country  will  result  in  destruction  of  devas- 
tating proportions  and  in  deaths  numbering 
in  the  millions.  However,  contrary  to  the 
fictitious  theory  of  Nevil  Shute’s  best  selling 
novel  and  movie  On  the  Beach”,  this  will 
not  signal  the  start  of  world  wide  contamin- 
ation and  the  complete  destruction  of  man- 
kind. There  is  no  doubt  that  the  large 
mass  of  survivors  will  greatly  outnumber 
the  fatalities  after  the  initial  attacks,  and 
all  of  us  would  like  to  be  among  the  living. 
Yet  Americans  must  face  and  accept  the 
fact  that  no  one  can  predict  where  the 
actual  detonations  will  occur  and  who  and 
how  many  will  succumb  to  their  blast  and 
heat  effects. 

But  the  danger  does  not  stop  with  the 
explosion;  it  begins  anew.  The  added  phe- 
nomenon is  the  much  talked  about,  but 
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little  understood,  FALLOUT.  This  po- 
tential killer  is  perhaps  far  more  insidious 
than  the  normal  explosive  effects  of  blast 
and  heat,  since  it  can  well  stalk  its  victim 
unobserved.  Fallout  cannot  be  detected  by 
the  usual  senses  of  sight,  touch  or  smell.  It 
very  definitely  can  be  a lethal  threat  to 
many  more  citizens  in  addition  to  those 
already  victimized.  Without  an  under- 
standing of  radioactive  fallout  and  a pro- 
vision for  protection  from  it,  millions  would 
die  who  otherwise  could  survive.  Put  more 
positively,  millions  of  Americans  could  save 
their  lives  by  learning  what  to  do — and 
doing  it. 

Aside  from  the  personal  viewpoint,  mem- 
bers of  the  medical  profession  have  reason 
over  and  beyond  that  of  the  ordinary  lay- 
man for  being  included  as  one  of  those 
“present  and  accounted  for.”  The  disparity 
between  the  demand  for  medical  aid  and 
that  available  would  be  wide  enough  if  no 
losses  were  to  occur  within  the  ranks  of 
medically  trained  persons.  The  numbers 
of  casualties  among  survivors  will  be  stag- 
gering, and  without  medical  help,  many  will 
have  no  hope.  Therefore,  each  of  you  who 
survives  the  blast  and  then  allows  himself 
to  become  a victim  of  fallout,  will  in  effect 
be  writing  off  hundreds  who  might  other- 
wise be  saved.  Yet  simple  logic  makes  one 
realize  that  many  of  these  desperately 
needed  skillful  workers  will  not  survive. 
Thus,  it  seems  not  only  desirous  but  man- 
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datory  that  physicians,  nurses,  dentists, 
veterinarians,  and  all  other  members  of  the 
medical  and  allied  medical  fields  do  all  in 
their  power  to  help  insure  that  they  will 
be  a survivor  of  all  the  effects  of  nuclear 
warfare,  and  ready  to  put  their  knowledge 
and  skills  to  work  in  the  recovery  period. 


The  question  is  then,  “How  can  I do  all 
that  is  necessary  to  maximize  my  chances 
for  survival?”  The  answer — Investigate 
the  entire  situation  as  it  relates  to  you, 
and  then  take  immediate  measures  to  meet 
the  threat.  First  then,  a review  of  the 
problem. 


BASEMENT  FALLOUT  SHELTER  (Figure  1) 


LEGEND.  / / / / Existir*9 

A X X X Installed 

a.  Hand-wind  record  player 

b.  File  Cabinet 

c.  Medical  Supplies 

d.  Charcoal  Stove 

e.  Toilet  Facility 

f.  Medicine  Cabinet 

g.  Wash  Basin 

h.  Emergency  Exit  No.  1 

j.  Emergency  Exit  No.  2 


Foundation  Walls 
Concrete  Block  Walls 

k.  Storage  for  tools,  charcoal,  strong  box 

l.  Folding  chairs 

m.  Drain  for  shower 

n.  55  gal  shower  water 

p.  55  gal.  drinking  water 

q.  Battery  radio 

r.  Radiological  instruments 

s.  Books  and  games 

t.  Entrance  (3  steps  down) 
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Table  I 

Gamma  Ray  Radiation  Effects  On  Humans 


Dose 
100  roentgens 
100-200  roentgens 

200-600  roentgens 

600  or  more  roentgens 


Radioactive  Fallout  . . . What  Is  It? 

When  a nuclear  explosion  occurs  on  or 
near  the  earth’s  surface,  the  intense  heat 
and  force  of  the  explosion  vaporizes 
large  quantities  of  earth,  and  other  ma- 
terials. This  material  is  borne  aloft  by  the 
violent  updrafts  caused  by  the  explosion. 
Here  it  becomes  mixed  with  the  intensely 
radioactive  fission  products  of  the  bomb. 
It  cools  and  then  falls  to  earth  over  a wide 
area.  This,  then,  is  the  material  known  as 
radioactive  fallout. 

Distribution  Of  Fallout 

The  characteristic  mushroom  shaped 
cloud,  which  carries  the  radioactive  ma- 
terial, may  rise  to  heights  of  15  to  20  miles 
before  it  begins  to  disperse  as  a result  of 
the  wind  currents.  No  one  can  predict  for 
sure  where  the  fallout  will  be  deposited. 
The  type  and  size  of  the  bomb,  weather 
conditions,  and  the  number  of  bombs  ex- 
ploded all  will  determine  the  extent  of  fall- 
out. It  usually  will  take  at  least  an  hour 
for  dangerous  amounts  of  fallout  to  arrive 
on  the  ground,  outside  the  immediate  blast 
area.  This  is  a very  important  point,  be- 
cause it  accentuates  the  falsity  of  the  fa- 
talistic thinking  of  those  who  say  “Why 
even  try  to  prepare.  If  the  blast  doesn’t 
get  me,  the  radioactive  fallout  will  anyway.” 
But  one  can  readily  see  that  with  the  hour 
between  blast  and  fallout’s  arrival  (and  this 
time  interval  can  be  six  hours  or  more),  one 
has  time  to  go  considerable  distances  and 


Effect 

No  obvious  effects 

Minor  incapacitation  and  inability  to 
carry  on  normal  activities 

Major  to  total  incapacitation  and 
acute  sicknes.  Some  deaths  will  occur. 

Total  incapacitation.  Many  deaths; 
very  few  survivors. 

do  many  things  to  protect  himself.  Nearly 
all  fallout  will  reach  the  ground  within  twro 
days  after  the  explosion,  but  even  so,  such 
fallout  can  cover  thousands  of  square  miles. 

Effects  Of  Fallout 

Fallout  might  be  compared  to  a nearly 
invisible  snowstorm — it  covers  all  exposed 
objects,  buildings  and  persons.  The  chief 
danger  to  humans  from  fallout  is  the 
Gamma  rays,  which  are  emitted  from  the 
radioactive  fallout  particles.  These  par- 
ticles, like  X-rays,  are  very  penetrating  and 
can  cause  fatal  damage  to  living  tissue. 
Dosage  of  radioactivity  is  expressed  in  units 
of  measure  called  roentgens.  Table  1 shows 
the  probable  effects  on  humans  as  a result 
of  receiving  various  dosages  of  Gamma  ra- 
diation within  a short  time  period  (one  day 
to  one  week).  As  indicated,  a dose  of  over 
600  roentgens  is  nearly  always  fatal.  The 
need  for  protection  from  these  rays  is 
obvious. 

The  Protection  Factor 

If  you  have  protection  from  fallout,  time 
is  on  your  side.  From  the  time  of  its  forma- 
tion when  the  explosion  occurs,  radioac- 
tivity decreases.  The  rate  of  decay  shortly 
after  the  explosion  is  extremely  rapid.  The 
time  of  greatest  danger  is  in  the  first  few 
days  following  the  attack.  To  illustrate  an 
initial  radiation  reading  of  3000  roentgens 
per  hour  immediately  after  the  blast,  will 
probably  be  reduced  to  a reading  of  300 
roentgens  per  hour  just  seven  hours  after. 
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Forty-eight  hours  later,  this  reading  will 
be  only  30  roentgens  per  hour  and  2 weeks 
after  the  initial  reading  the  radiation  level 
will  be  a mere  3 roentgens  per  hour.  Thus 
time  becomes  one  of  the  most  important 
factors  of  protection. 

The  theory  of  time  as  an  ally  in  com- 
bating the  effects  of  radioactive  fallout  is 
only  valid  if  one  has  provided  a method 
of  shielding  oneself  from  the  fallout  and 
thus  prevents  exposure  to  the  outside  radia- 
tion level  until  sufficient  time  has  elapsed 
to  allow  decay  to  a safe  degree.  Shielding 
may  be  obtained  by  interposing  material 
barriers  between  the  person  and  the  radio- 
active sources.  The  relative  shielding  value 
of  some  common  barrier  materials  is  illus- 
trated in  Table  2.  Various  combinations 
and  thicknesses  of  these  materials  will  offer 
you  protection  by  reducing  to  a safe  level 
the  penetration  of  Gamma  Rays. 

Table  II 

Relative  Shielding  Value  of  Materials 


of  the  work  was  done  by  an  outside  con- 
tractor, much  was  done  by  Dr.  Campana 
himself.  This  brings  up  the  factor  of  cost. 
Basic  fallout  shelters  can  be  constructed 
on  a do-it-yourself  basis  for  as  little  as  $100 
for  materials.  However,  providing  a more 
improved  and  habitable  shelter  living  area 
requires  larger  investment.  Certainly,  the 
amount  of  funds  available  restricts  the  type 
and  extent  of  the  project.  Dr.  Campana 
has  estimated  that  the  erection  and  stocking 
of  his  shelter  will  represent  expenditures 
of  approximately  $2000.  He  points  out, 
however,  that  he  considers  this  very  low 
cost  insurance  against  the  threats  of  nuclear 
fallout  and  possible  damage  and  injury 
likely  to  result  from  natural  disasters,  such 
as  hurricane  or  tornado.  In  addition,  he 
feels  that  this  is  a one  time  expense,  which, 
when  considered  over  a period  of  years,  is 
truly  inexpensive.  By  combining  the  build- 
ing of  the  shelter  with  other  construction, 
additional  savings  were  realized.  Finally, 
utilization  of  the  shelter  for  storage  and 
recreation  makes  it  even  more  desirable, 
and  also  reduces  its  effective  costs. 


Material  Outside  Radiation  Admitted 


Glass 

Wood  Sheathing 
Brick  Veneer  Wall 
8 ” Solid  Concrete  Block 
12”  of  Earth 


90  percent 
70  percent 
30  percent 
12  percent 
12  percent 


While  there  are  innumerable  plans  and 
articles  available  on  the  design  and  value 
of  various  fallout  shelters,  it  is  perhaps 
more  interesting  to  review  and  evaluate  a 
case  at  hand.  Dr.  George  F.  Campana, 
co-author  of  this  article,  surveyed  his  per- 
sonal requirements  for  shelter  protection 
several  months  ago.  Proposed  alteration 
and  addition  to  his  existing  home  offered 
an  excellent  opportunity  to  install  a fallout 
shelter.  Dr.  Campana  designed  the  shelter 
that  now  is  a part  of  his  home  at  424  N. 
Bradford  Street,  Dover,  (see  Figure  1.). 
Careful  consideration  was  given  to  the  utili- 
zation of  existing  barrier  protection  factors 
as  well  as  to  the  selection  of  materials  used 
in  the  new  shelter  walls.  While  a portion 


The  top  of  the  shelter  is  situated  20  inches 
below  ground  level.  As  can  be  seen  in 
Figure  1,  there  is  more  than  ample  earth 
and/or  concrete  barrier  on  3 sides,  and  the 
existing  basement  walls  offer  adequate  pro- 
tection on  the  fourth.  The  ceiling  is  sup- 
ported by  a steel  beam  and  heavy  hard 
wood  rafters.  This  is  covered  by  a 6 inch 
layer  of  dense  composite  roofing  material 
plus  several  thicknesses  of  roofing  paper.  All 
of  this  is  topped  by  2 sheets  of  sheet  steel 
roofing  3/16  thick.  Additional  barrier  mass 
for  the  ceiling  is  obtained  in  the  materials 
of  the  pantry  and  den  above  with  its  ad- 
ditional roofing  material. 

In  addition  to  the  shelter  construction 
itself,  many  other  factors  have  been  con- 
sidered. Life  underground  for  periods  of 
possible  two  weeks  or  longer  presents  many 
unique  problems.  To  start  with,  it  was 
recognized  that  Dr.  Campana  may  well 
not  be  at  home  at  the  time  of  attack. 
Therefore,  he  provided  a 55  gallon  supply 
of  water  in  a separate  compartment  outside 
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of  the  cellar  and  shelter  itself  so  that  he 
can  take  a decontamination  shower  upon 
arrival  (see  m & n,  Figure  1).  In  addition 
to  the  shower  water,  55  gallons  of  drinking 
water  is  also  treated  in  this  area  (p,  Figure 
1 ) . Once  inside  the  shelter,  provisions  for  liv- 
ing for  extended  periods  have  been  provided. 
Many  of  these  are  readily  apparent  after 
studying  Figure  1,  but  some  detail  is  not 
shown  or  bears  special  mention.  A supply 
of  bedding  and  extra  clothing  is  stored  for 
long  term  storage  in  plastic  coverings  that 
also  help  prevent  any  formation  of  mildew. 
Flashlights  (with  spare  batteries  and 
bulbs),  candles,  and  kerosene  lamps  are 
available  for  illumination.  A second  hand 
stove  that  burns  charcoal  is  provided  for 
heat  and  cooking.  The  round  table  takes 
up  less  space,  yet  still  will  seat  six,  and 
the  chair  (1)  are  folding  chairs  that  can 
be  stored  out  of  the  way  when  not  in  use. 
The  foods  stored  are  those  that  can  be 
served  without  cooking  or  the  addition  of 
other  ingredients.  These  foods  are  also 
currently  rotated  in  the  normal  family  con- 
sumption so  as  to  prevent  the  possibility 
of  spoilage  and  insure  freshness. 

Medical  supplies  are  stocked,  and  include 
not  only  those  things  that  the  family  rou- 
tinely utilizes,  but  also  supplementary  sup- 
plies and  equipment  that  will  be  of  use  in 
the  event  of  medical  emergency  in  the 
shelter,  or  outside  the  shelter  when  it  be- 
comes safe  to  venture  outside  and  help 
others.  Entertainment  is  provided  for  by 
the  inclusion  of  books,  games,  and  a wind-up 
record  player.  Contact  with  the  outside 
world  will  be  possible  by  means  of  the 


battery  powered  portable  radio  that  has 
a suitable  antenna  for  reception  within  the 
shelter  area. 

Disposal  of  body  wastes  will  be  possible 
by  using  the  emergency  toilet  facilities  (e, 
Figure  1 ) , that  was  made  by  burying  a terra, 
cotta  sewer  pipe  in  the  floor.  This  has  a 
sand  bottom  to  absorb  the  liquid,  and  is 
fitted  with  an  air-tight  top  to  curb  the 
spread  of  odor.  Finally,  home  radiation 
measuring  instruments  are  provided  so  that 
the  radiation  level  inside  and  outside  the 
shelter  can  be  measured  periodically,  and 
thus  indicate  when  it  will  be  safe  to  leave 
the  shelter  area. 

Summary 

The  successful  rebuilding  of  this  nation 
after  thermo-nuclear  attack  may  well  de- 
pend on  the  number  of  the  members  of  the 
medical  and  allied-medical  professions  that 
survive  the  effects  of  such  attacks.  We  have 
seen  that  survival  of  the  initial  effects  of 
these  weapons  (blast  and  heat),  means  only 
that  one  is  then  faced  with  the  survival 
problem  of  the  third  effect — RADIOAC- 
TIVE FALLOUT.  Further,  it  has  been 
pointed  out  that  shielding  against  the  pene- 
tration of  Gamma  rays  is  the  best  means 
of  escaping  the  lethal  results  of  the  fallout. 
Shielding  is  most  adequately  provided  bv  a 
fallout  shelter.  Therefore,  those  of  us  who 
are  going  to  be  in  the  best  position  to  be 
“present  and  accounted  for”  have,  are,  or 
will  analyze  the  situation  in  view  of  his 
own  requirements  and  resources,  and  then 
take  the  necessary  remedial  steps.  Have 
YOU  done  this?  Will  YOU  be  there  after 
“That  Day?” 


CONFERENCE  ON  OBSTETRICS,  GYNECOLOGIC 
AND  NEONATAL  NURSING 

Physicians  and  nurses  from  Pennsylvania,  New  Jersey,  Delaware  and 
neighboring  states  will  be  taking  part  in  a Conference  on  Obstetrics,  Gynecologic 
and  Neonatal  Nursing  to  be  held  October  11-12,  1961,  at  the  Penn-Sheraton 
Hotel,  Pittsburgh  Pa.  The  Conference  is  sponsored  by  District  III  of  The 
American  College  of  Obstetricians  and  Gynecologists,  79  West  Monroe  Street, 
Chicago  3,  111. 
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PSYCHOTHERAPEUTIC  MANAGEMENT  OF 
ACUTE  MYOCARDIAL  INFARCTION* 


• In  the  art  of  effective  treatment  of  acute 
myocardial  infarction,  the  author  reminds  us 
that  intelligent  psychologic  handling  is  an  im- 
portant part  of  treatment.  It  is  unrealistic  to 
think  of  any  man  being  a good  physician 
without  first  being  a warm  human  being. 


Anthony  R.  Tortora,  M.D. 


The  medical  aims  of  treatment  in  acute 
myocardial  infarction  is  directed  towards 
(a)  relief  of  pain  (b)  reduction  of  cardiac 
work  load  (c)  prevention  in  spread  of  the 
infarct  (d)  treatment  of  shock  and  heart 
failure  (e)  treatment  of  arrhythmias  (f) 
prevention  of  embolic  phenomena. 

These  aims  are  accomplished  by  physical, 
pharmacological  and  psychological  means. 
The  physical  and  pharmacological  methods 
are  adequately  covered.1-7  The  psychological 
will  be  discussed  in  this  paper. 

Of  Deep  Concern 

Psychotherapeusis,  the  subject  of  emo- 
tional re-assurance  should  be  a matter  of 
deep  concern  to  us.  Particularly  is  this 
true  for  patients  with  acute  myocardial 
infarction. 

The  physician’s  skill  and  judgment  as 
well  as  an  understanding  of  the  vagaries  of 
human  behavior,  are  required  to  achieve 
optimal  results. 

The  virtual  epidemic  of  acute  myocardial 
infarction  which  has  prevailed  in  this 
country,  the  publicity  given  to  former  Presi- 


*From the  Department  of  Internal  Medicine,  Coney  Island 
Hospital,  Brooklyn,  New  York. 

Dr.  Tortora,  is  a Fellow,  Academy  of  Psychosomatic  Medicine, 
Associate  Fellow,  American  College  of  Cardiology  and  Assistant 
Attending  Physician,  Coney  Island  Hospital. 


dent  Eisenhower’s  “coronary”  attack  as 
well  as  the  publicity  given  to  notables  of 
every  walk  of  life  who  have  been  victims 
of  “coronaries,”  has  evoked  almost  infinite 
discussion  of  the  various  facets  of  this 
clinical  entity  in  both  professional  and  lay 
publication  since  Herrick’s  classic  report.8 

Concern  about  the  body,  a normal  and 
healthy  part  of  growing  up,  has  been  ex- 
aggerated to  a morbid  degree,  perhaps  in- 
advertently, by  mass  media.  Is  it  any 
wonder  that  the  spector  of  a heart  attack 
creates  blind  terror  in  the  patient’s  mind. 
The  attack  produces  fear  and  this  supplies 
the  “trigger”  for  the  unleasing  of  anxiety 
and  other  emotional  manifestations.9 

Anxiety  in  its  various  forms  is  the  most 
common  psychologic  manifestation  to  con- 
front the  attending  physician  who  is  treat- 
ing acute  myocardial  disease. 

No  organ  of  the  body  is  more  susceptible 
than  the  heart  to  neurogenic  and  emotional 
assault.  The  tendency  of  anxiety  to  ag- 
gravate the  course  of  acute  myocardial  in- 
farction is  well  documented.10-14 

The  heart  is  an  organ  which  is  highly 
sensitive  to  emotional  excitement.  There 
exist  but  few  individuals  who  can  claim  an 
immunity  from  this  susceptibility.  A long 
continued  period  of  even  mild  anxiety  ren- 
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ders  the  heart  irritable,  and  liable  to  become 
even  more  excited  under  a relatively  slight 
excess  of  emotional  feeling.  In  cardiologic, 
as  well  as  in  other  problems  of  medicine, 
the  physician  must  be  alert  to  the  basic 
fact  that  all  human  beings  possess  an  emo- 
tional equipment  which  is  an  integral  part 
of  their  physiologic  function,  and  which  at 
times  may  dominate  the  whole  situation. 
So  it  must  be  kept  in  mind  that  the  human 
relationship  is  important  in  the  treatment 
of  patients  with  myocardial  infarction. 

The  psyche  plays  an  important  sympto- 
matic role.  Through  the  psyche,  desirable 
and  undesirable  effects  upon  the  course  of 
the  disease  may  be  enhanced  or  induced. 15 
It  must  be  evident  to  the  attending  physi- 
cian that  the  psychic  problem  induced  by 
concern  over  the  attack  may  outweigh  the 
actual  severity  of  the  infarct.  Emotional 
rest  depends  a good  deal  upon  the  attitude 
of  the  doctor,  who  must  very  definitely  in- 
spire confidence  from  the  onset.16  A phy- 
sician’s dour  look  or  mode  of  delivery  of 
the  facts  of  the  case  may  induce  in  a nervous 
patient,  enough  fear  to  bring  on  a psycho- 
somatic illness.  A reassuring  statement 
such  as  a ’’myocardial  infarction”  (heart 
attack)  is  quite  like  a broken  arm  it  heals, 
is  valuable  therapy  in  treating  the  fearful 
coronary  patient.  An  uncertain,  indifferent, 
or  obviously  alarmed  doctor  does  not  in- 
spire confidence  which  is  necessary  to  offset 
the  psychologic  shock.  The  patient’s  faith 
in  his  own  future  welfare  is  not  enhanced 
by  a medical  practitioner  who  is  ostenta- 
tiously busy,  or  who  wears  a “funereal  air  of 
wisdom.”17 

The  Wrong  Kind  Of  Fear 

There  is  a level  of  fear  and  anxiety  which 
is  entirely  normal  and  which  indeed  may 
be  useful  since  it  motivates  patients  to  ad- 
here strictly  to  the  regimen  laid  down  by 
the  physician.  However,  there  is  a form  of 
anxiety  which  is  of  such  intensity  as  to 
interfere  with  or  aggravate  the  course  of 
the  myocardial  infarction.18-19*20  It  is  this 
form  of  anxiety  that  one  must  constantly 
watch  for  so  that  all  the  knowledge  in  the 
psychotherapeutic  armamentarium  can  be 


used  to  arrest,  neutralize  and  possibly  elim- 
inate it.  The  first  concern  above  every- 
thing else  is  to  continue  to  survive  and  a 
heart  attack  constitutes  a threat  to  survival. 
The  patient  will  be  markedly  apprehensive 
in  regard  to  the  outcome  of  his  attack; 
and  will  be  in  great  terror  and  believe  this 
attack  signifies  the  end  of  things  socially, 
financially,  physically  and  sexually. 

Insight  Plus  Understanding 

It  is  important  that  the  physician  clearly 
show  concern  by  a close,  kindly  and  under- 
standing attention.  This  includes  careful 
attention  to  what  the  patient  tells  him. 
If  the  physician  shows  the  simple  human 
patience  this  requires,  and  if  he  possesses  a 
professional  confidence  that  his  knowledge 
and  insight  into  human  behavior  will  add 
something  of  value  to  the  patient,  the  initial 
step  toward  effective  medical  treatment  has 
been  accomplished.  Everyone  has  a highly 
emotionalized  concept  of  themselves  as  a 
functioning  individual.  One  of  the  most  im- 
portant determinants  of  the  emotional  com- 
plex that  makes  up  the  doctor-patient  rela- 
tionship is  the  fact  that  the  patient  is 
dependent  on  the  physician  for  help.  Just 
as  the  physical  growth  of  the  organism  de- 
pends on  an  adequate  and  balanced  supply 
of  appropriate  foodstuffs,  so  does  emotional 
growth  rely  upon  the  proper  psychologic 
nutrients.  Emotions  have  the  capacity  to 
exert  influence  and  thereby  change  be- 
havior. There  is  a period  in  life  of  entire 
dependency  on  others,  that  is  during  infancy 
and  early  childhood.  Since  the  attack  of 
myocardial  infarction  and  the  process  of 
seeking  aid  from  the  attending  physician 
represents  a reenactment  of  this  stage  of 
dependency,  it  is  only  natural  that  many 
difficulties,  feelings  and  behavioral  reactions 
met  with  during  the  early  childhood  of  the 
patient  will  be  revived  and  unconsciously 
brought  to  the  surface  during  the  doctor- 
patient  relationship.21  During  illness,  emo- 
tional and  behavioral  regression  may  occur. 
The  physician  must  be  aware  of  this  “psy- 
chologic” regression  since  it  represents  the 
recurrence  of  the  dependency  aspects  of 
the  early  child-parent  relationship. 
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The  Uncertain  Future 

No  problem  can  be  more  distressing  than 
that  presented  by  the  patient  with  acute 
myocardial  infarction  who  feels  that  death 
or  chronic  invalidism  is  inevitable.  What 
is  the  proper  attitude  and  approach?  I 
am  certain  that  physicians  have  pondered 
over  this  question.  There  is  no  hard  fast 
rule.  Many  variables  influence  the  decision, 
among  these  are  the  severity  of  the  infarct 
as  well  as  the  personality  and  background 
of  the  patient.  Other  factors  are  external 
circumstances  such  as  his  own  desire  and 
character,  the  wishes  of  his  family,  his 
religious  connections  and  his  state  of  affairs. 
How  much  patients  are  to  be  told  is  an 
individualized  prescription.  The  physician 
is  not  really  concerned  with  teaching  the 
patient  the  “physiopathologic”  picture  of 
the  infarction,  but  in  attempting  to  let  him 
pass  through  the  phase  of  incapacity  with 
a minimum  of  anxiety  and  a maximum  of 
hope  and  courage.  It  should  be  mentioned 
that  the  proper  approach  should  be  one  of 
optimism  and  perseverance.  The  decision 
as  to  whether  or  not  to  discuss  the  exact 
extent  of  the  attack  depends  as  mentioned 
on  complete  understanding  of  the  patient’s 
personality.  They  can  be  helped  immeasur- 
ably with  the  right  kind  of  reassurance, 
and  this  should  be  given  when  the  patient 
is  prepared  to  receive  it.  The  next  of  kin  is 
usually  told  the  exact  truth.  This  may  be 
modified  depending  upon  the  patient’s  role, 
i.e.,  if  the  patient  is  the  pivotal  character 
on  which  the  family  revolves.  If  so,  the 
family  or  next  of  kin  may  well  break  down 
if  given  information  more  than  they  can 
absorb  at  that  one  time.  They  may  have 
to  be  fed  piecemeal  as  they  adjust  to  chang- 
ing events. 

Early  in  the  acute  phase  of  the  attack, 
as  soon  as  the  period  of  pain  or  dyspnea 
and  the  emotional  responses  occurring  at 
the  onset  have  abated,  the  patient  becomes 
anxious  about  the  effects  he  may  expect 
from  his  illness.  He  may  express  this  by 
asking  questions  such  as,  “Is  it  serious  doc- 
tor?” “Will  I be  all  right?”  Simple  as 
these  questions  or  queries  may  first  appear, 


they  usually  signify  underlying  apprehen- 
sion. Quite  often  physicians  who  are  not 
geared  to  psychosomatic  orientation  and 
awareness,  feel  that  a few  words  of  encour- 
agement or  cheer  that  they  give  their  pa- 
tients should  be  enough  to  minimize  their 
fear  and  anxiety.  The  spoken  word  is  only 
part  of  the  approach.  It  is  not  sufficient  to 
merely  tell  the  patient  he  is  improving.  He 
must  be  made  to  feel  it. 

When  the  patient  feels  a positive  assur- 
ance that  he  is  in  safe  and  understanding 
hands,  the  sense  of  security  benefits  his 
vegetative  nervous  system.22 

Superficial  Psychotherapy 

Most  initial  anxiety  reactions  respond  to 
superficial  psychotherapy.  Psychotherapy 
may  be  defined  as  an  attempt  to  influence 
the  attitude  of  the  patient  in  the  right 
direction,  to  influence  the  attitude  toward 
himself  and  toward  his  mental  and  physical 
processes.  Whether  this  avenue  of  approach 
will  consist  largely  of  cooperation  and  mu- 
tual understanding  or  of  persuasion  or  sug- 
gestion will  depend  not  only  on  the  convic- 
tions of  the  physician,  but  also,  perhaps 
chiefly,  on  the  needs  of  the  sick  individual. 
The  astute  physician  will  discern  this  need 
quickly  and  will  find  an  expedient  way  to 
give  rapid  guidance  and  support. 

For  the  doctor-patient  rapport  to  be  ef- 
fective it  must  be  based  partially  on  a cer- 
tain amount  of  confidence  and  respect  on 
the  part  of  the  patient.  At  first,  however, 
this  is  not  too  important,  since  the  patient 
will  accept  any  helping  hand.  He  is  ob- 
sessed with  anxiety,  unable  to  think  of  any- 
thing else,  even  though  he  may  be  highly 
intelligent.  But  he  is  totally  unable  to 
utilize  his  intellect  to  control  his  anxious 
state. 

Psychopharmacotherapy  may  have  to  be 
used  to  help  control  the  emotions  and  to 
enhance  the  receptivity  of  the  patient. 

It  must  be  stated  emphatically  that 
normal  emotivity  is  to  be  expected,  and  it 
is  not  desirable  or  necessary  to  expect  a 
complete  loss  of  emotivity.  The  emotion  is 
a reaction  to  disaster,  a recoil.  The  patient 
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comes  out  of  his  stunned  state  and  must 
face  a life  altered  by  this  catastrophic 
event. 

However,  the  emotional  reassurance  as 
a therapeutic  modality,  the  patient  can  be 
helped  to  work  through  the  recoil  with  a 
minimum  of  aftermath. 

Psychotherapeusis  is  a positive  action; 
the  goal  of  which  is  to  get  the  patient  in  a 
healthy  optimistic  state  of  mind,  so  that 
he  may  return  to  society  as  an  independent 
creative  member. 

Treatment  and  management  of  acute 
myocardial  infarction  is  incomplete  without 
psychologic  emotional  reassurance.  What 
is  contributed  by  reassurance  spells  the 
difference  between  a discouraged  misfit  in 
society  and  a well-adjusted  patient  living 
within  confines  of  his  cardiac  reserve. 
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GRADUATE  COURSE  IN  MEDICAL  HYPNOSIS 

A graduate  course  in  medical  hypnosis  is  being  offered  to  physicians  and 
dentists  by  the  University  of  Pennsylvania  Graduate  School  of  Medicine  to  be 
given  at  the  Institute  of  the  Pennsylvania  Hospital,  111  North  49th  Street, 
Philadelphia,  Pennsylvania. 

There  will  be  24  weekly  afternoon  sessions  beginning  October  4.  This  year’s 
course  has  been  expanded  from  72  hours  to  96  hours. 

It  is,  at  the  present  time,  the  only  course  offered  which  meets  recommenda- 
tions made  by  the  American  Medical  Association’s  Committee  on  Hypnosis. 

During  the  first  part  of  the  course,  basic  concepts  of  hypnotism  will  be  taught 
through  lectures  on  psychiatry  and  hypnosis,  demonstrations,  and  supervised 
prcatical  work  in  hypnosis. 

The  latter  part  of  the  course  will  cover  clinical  applications  of  hypnosis. 
Here  there  will  be  sessions  limited  to  psychiatrists  and  other  sessions  limited  to 
general  practitioners,  dentist,  and  specialists  other  than  psychiatrists. 


262 


September,  1961 


A TECHNIQUE  FOR  BRONCHOGRAPHY 
With  Oily  Dionosil 


* The  simplicity  of  the  technique  outlined  in 
this  article  gives  bronchograms  which  have 
excellent  definition  outlining  the  bronchial  tree 
and  accurately  locate  diseased  areas.  Diono- 
sil Oily  has  the  further  advantage  of  being 
rapidly  absorbed  and  excreted  thereby  render- 
ing the  patient’s  x-rays  clear  of  the  opaaue 
medium  in  a few  days. 


Nora  O’Flyn  O’Brien,  M.D. 

Dionosil1  is  a suspension  of  n-propyl  ester 
of  3:  5-diiodo  4 pyridone  N acetic  acid 
(propyliodone)  and  is  the  medium  used.2 

Postural  drainage  is  carried  out  for  15 
minutes  before  the  patient  is  given  pre- 
medication. Patient  is  fasting  for  the  pre- 
ceding 12  hours.  A short  acting  barbiturate 
(Seconal  1%  gr.)  and  atropine  sulphate 
1/150  grain  (h)  are  given  one  half  hour 
before  the  procedure. 

Sensitivity  Tests 

Degradation  does  not  extend  to  the  liber- 
ation of  iodine  which  might  give  rise  to 
sensitivity  reactions.  Patients  sensitive  to 
iodopyracet  may  also  be  sensitive  to  Diono- 
sil and  hence  should  be  tested. 

Anaesthesia  Of  The  Bronchial  Tree 

Pontocaine  2%  is  used  to  spray  the 
pharynx  and  larynx.  On  the  average  7 ccs. 
of  pontocaine  are  used.  The  tip  of  the  pa- 
tient’s tongue  is  wrapped  in  gauze  and  the 
tongue  held  out  by  the  patient  while  the 
pharynx  and  larynx  are  sprayed  with  2% 
pontocaine.  The  patient  is  instructed  not 


Dr.  O’Brien,  National  University  of  Ireland,  ’42,  was  previously 
staff  physician  to  Middlesex  County  Council  and  Harefield  Hos- 
pital, Middlesex,  England;  has  been  staff  physician  at  Emily  P. 
Bissell  Hospital,  Wilmington,  since  1950  and  became  a U.  S. 
citizen  in  1957. 


to  swallow  this  solution  but  to  expectorate 
any  secretions  in  the  throat  and  mouth  at 
intervals  during  this  anesthethising  period. 
The  patient  sits  up  and  inclines  forward 
with  the  chin  extended.  A rubber  cathe- 
ther,  refrigerated  and  adequately  lubricated 
is  inserted  through  the  nostril  down  to  the 
larynx.  The  extended  tongue  is  held  by 
the  patient  while  the  cathether  is  passed 
into  the  trachea  and  towards  the  carina. 
A #12-18  rubber  cathether  is  used  depend- 
ing upon  the  size  of  the  larynx.  About  2/10 
of  a cc  of  pontocaine  is  injected  into  the 
lumen  of  the  cathether  and  the  patient  is 
instructed  to  lean  to  the  side  that  is  to  be 
filled.  Usually  the  patient  may  cough  a 
little  after  the  insertion  of  the  tube  and 
pontocaine.  The  upper  end  of  the  cathe- 
ther is  strapped  to  the  patient’s  cheek.  The 
patient  is  then  instructed  on  the  different 
body  positions  required  and  a dry  run  is 
made. 

Introduction  Of  Medium 

The  patient  is  told  to  take  a deep  breath 
just  prior  to  the  injection  of  some  of  the 

REFERENCES 

1.  Dionosil  is  distributed  in  the  United  States  by  Picker  X-ray 
Corporation. 

2.  Chemically,  the  n-propyl  ester  in  Dionosil  is  closely  akin  to 
iodopyracet  which  is  the  disthanolamine  salt  of  the  same 
iodine  — containing  organic  acid.  In  a few  days  the  ester  is 
completely  hydrolyzed,  absorbed  into  the  blood  stream  and 
excreted  in  the  urine. 
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Case  1 


20  year  old  woman,  white,  patient.  Tuber- 
culin skin  test  negative,  sputum  and  gastric 
series  negative  for  AFB  on  concentrate  and 
culture. 

Bronchograms  demonstrate  saccular  bron- 
chiectasis in  the  right  upper  lobe  and  left 
lingula  and  lower  lobe.  Surgery  was  not  car- 
ried out  in  this  case  because  of  the  extent 
of  the  area  involved. 


Case  3 

15  year  old  woman,  white,  patient.  Tuber- 
culin skin  test  negative.  Gastric  lavage  series 
negative  AFB  culture.  Bronchograms  demon- 
strate normal  bronchial  tree. 


Case  2 

25  year  old  woman,  white,  patient.  Tuber- 
culin skin  test  negative,  histoplasmin  skin  test 
positive.  Gastric  lavage  series  AFB  culture 
negative. 

Bronchograms  demonstrate  the  filamentous 
type  of  bronchi  associated  with  emphysema. 


Case  4 

27  year  old  woman,  white,  patient.  Diag- 
nosis of  far  advanced,  active  pulmonary  tuber- 
culosis, with  resistant  type  of  AFB  to  SM,  PAS 
and  INH  combination. 
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opaque  material,  to  hold  the  breath  while 
the  material  is  being  injected,  and  then  to 
exhale  gently.  This  latter  exercise  has  to 
be  repeated  until  all  of  the  opaque  material 
(approximately  18  cc.  to  20  cc.  for  an  adult 
to  fill  one  lung)  has  been  inserted. 

During  the  injection  of  the  opaque  ma- 
terial the  patient  lies  supine  with  the  head 
on  one  pillow  and  the  contra  lateral  shoulder 
raised  from  the  table. 

When  the  opaque  material  has  been  in- 
serted, the  patient  assumes  the  prone  posi- 
tion on  the  table  for  30  seconds  and  returns 
again,  but  this  time  to  a full  supine  posi- 
tion for  30  seconds.  He  then  stands  and 
has  PA  lateral  and  oblique  films  taken. 

The  time  limit  from  the  beginning  of  the 
instillation  of  the  Dionosil  Oily  to  the  first 
x-ray  is  three  minutes,  otherwise  there  is 
alveolar  filling. 

The  patient  then  has  postural  drainage 
for  15  minutes  after  the  procedure,  although 
the  material  is  readily  absorbed  and  ex- 
creted. 

The  illustrated  cases  demonstrate  the 
satisfactory  bronchograms  obtainable  with 
Dionosil  Oily.  The  bronchial  tree  is  well 
outlined  and  the  diseased  areas  are  located 
accurately. 


Dionosil  Oily  is  used  in  tuberculous  cases 
under  effective  antimicrobial  therapy  and 
there  has  not  been  any  evidence  of  exacer- 
bation of  disease  following  its  use.  The 
rapid  disappearance  of  this  vehicle  from 
the  lung  is  also  one  of  its  main  advantages. 

Sputum  converted  AFB  negative  on  Vio- 
mycin,  INH  and  PAS  combination.  Bron- 
chograms demonstrate  cavities  in  the  right 
upper  lobe  and  in  the  superior  segment  of 
the  right  lower  lobe.  Patient  had  a right 
upper  lobectomy  and  wedge  resection  of 
the  right  lower  lobe.  X-ray:  post  opera- 
tive, demonstrates  the  re-expansion  of  the 
right  middle  lobe  and  the  remainder  of  the 
right  lower  lobe. 

Summary 

The  use  of  more  elaborate  techniques  for 
positioning  the  patient  such  as  tilting  tables 
have  been  used  by  me,  but  the  results  have 
not  been  as  good  as  with  the  simple  pro- 
cedure outlined  above. 

I wish  to  thank  the  Supervisor  of  the 
X-ray  Department,  Mr.  Robert  Holland  and 
his  assistant,  Mrs.  P.  Bowers,  also  Mrs.  E. 
Daily,  Clinic  Nurse,  for  their  co-operation 
in  carrying  out  these  studies. 


POSTGRADUTE  COURSE 

A Postgraduate  Course  on  Recent  Advances  in  the  Diagnosis  and  Treatment 
of  Diseases  of  the  Heart  and  Lungs,  sponsored  by  the  American  College  of  Chest 
Physicians,  will  be  held  at  the  Park  Sheraton  Hotel,  New  York  City,  November 
13-17,  1961.  The  same  course  will  be  given  on  December  4-8,  1961  at  the 
Statler- Hilton  Hotel,  Los  Angdles,  Cal.  Registration  for  the  course  may  be 
made  in  advance  by  writing  the  A.C.C.P.,  112  East  Chestnut  St.,  Chicago  11,  111. 
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PUBLIC  HEALTH  ASPECTS  OF  READY-TO-EAT  FOODS 


• The  following  article  presents  a literature 
survey,  an  extensive  bibliography  and  a bac- 
teriological survey  of  commercially  prepared 
salads  offered  for  sale  in  the  Chapel  Hill-Dur- 
ham,  North  Carolina  area.  Data  is  presented 
which  substantiates  the  methods  and  pro- 
cedures used. 


Richard  B.  Howell,  III,  B.S. 


Modern  day  supermarkets  are  filled  with 
a variety  of  convenience  foods.  One  of 
the  most  recent  additions  is  the  com- 
mercially prepared  prepackaged  salads  and 
sandwiches.  An  idea  of  the  scope  and 
growth  of  this  industry  is  given  by  Food 
Engineering1  which  states  in  1960  ready- 
to-eat  food  sales  were  $3.7  billion  and  are 
expected  to  reach  $4.6  billion  by  1965.  A 
considerable  portion  of  this  growth  is  un- 
doubtedly a direct  result  of  the  rapid 
growth  of  the  commercial  salad  industry. 

Health  departments  spend  a great  deal 
of  time  exerting  surveillance  over  the  can- 
ning and  milk  industry,  and  with  the  co- 
operation of  industry  have  greatly  reduced 
the  incidence  of  food-borne  disease  and  in- 
fection attributed  to  these  foods.  When 
records  of  other  food-borne  disease  out- 
breaks and  cases  are  examined  such  a degree 
of  achievement  is  not  in  evidence.  There 
is  no  implication  here  that  food-borne  dis- 
ease reporting  is  adequate,  rather,  many 
investigators  have  decried  the  lack  of  in- 
formation in  this  field.2’3’4  There  is  evidence, 
however,  that  once  a problem  is  recognized 
action  is  taken  to  alleviate  it.5  Many 
authors  have  cited  the  potential  danger  of 
food-borne  disease  outbreaks  arising  from 
ready-to-eat  uncooked  food  of  which  salads 
are  a notable  example.2*3’4  Considerable  con- 

Mr.  Howell,  is  Consulting  Sanitarian,  Division  of 

Sanitary  Engineering  State  Board  of  Health. 


cern  has  been  voiced  by  health  authories 
regarding  conditions  of  manufacture  and 
distribution  of  the  products. 

Let  us  assume  that  conditions  are  such 
that  the  problem  is  recognized.  In  order 
to  plan  for  effective  action,  the  following 
questions  must  be  answered: 

1.  What  action  is  to  be  taken? 

2.  What  are  the  methods  and  procedures 
of  sanitary  inspection? 

3.  Are  microbiological  standards  to  be 
used,  and  if  so,  should  they  be  legal 
or  administrative? 

4.  Are  standard  methods  available  or  can 
they  be  adapted  to  this  product? 

5.  What  organisms  are  to  be  used  as 
indices? 

The  questions  posed  here  are  very  broad 
and  will  necessarily  be  dependent  upon 
actual  conditions.  However,  it  is  believed 
a few  short  answers  are  in  order.  Sanitary 
control  of  an  industry  depends  on  adequate 
knowledge  of  that  industry;  knowledge  of 
the  basic  principles  of  sanitary  science;  and 
an  acceptance  and  awareness  of  the  value 
and  need  for  sanitation  by  the  leaders  of 
industry.  Sanitary  inspection  must  be 
carried  out  by  competent  personnel  who 
are  well-versed  in  sanitary  practices.  Par- 
ticular attention  must  be  given  potential 
sources  of  contamination,  including  raw  ma- 
terials as  well  as  construction  and  cleaning 


266 


September,  1961 


Table 

I 

TYPE  AND 

BRAND  DISTRIBUTION 

OF 

PRODUCTS 

Samples 

Total 

A 

B 

C 

D 

E 

F 

G 

Chicken  salad 

11 

7 

1 

2 

1 

Egg  salad 

5 

1 

2 

1 

1 

Potato  salad 

3 

2 

1 

Ham  salad 

7 

1 

1 

1 

1 

1 

1 

1 

Cole  slaw 

3 

2 

1 

Pork  barbecue 

1 

1 

Total 

30 

2 

1 

11 

3 

7 

3 

3 

equipment,  time  and  temperature  relation- 
ships, and  personal  hygiene  of  workers. 
Microbiological  standards  are  desirable  as 
indices  of  plant  sanitation.  They  are  ad- 
vocated here  as  an  adjunct  to  adequate 
sanitary  surveillance,  not  a substitute  for 
it.2’3*4  To  be  effective  in  most  food  pro- 
cessing industries,  standards  should  be  of 
an  administrative  nature.  Methods  for 
microbiological  examinations  of  these  foods 
can  be  adopted  from  these  currently  used 
by  the  shellfish  industry,  and  those  recom- 
mended for  the  frozen  food  industry.  7,8,9 
Coliform  group  and  undifferentiated  plate 
count10’1112’13’7’8  are  applicable  to  these  pro- 
ducts. 

Bacteriological  Study 

A bacteriological  survey  was  made  of 
prepared  salads  offered  for  sale  in  the  Cha- 
pel Hill,  Durham,  N.C.  area,  between  Feb- 
ruary 10,  1961  and  April  4,  1961. 

Packages  of  the  products,  representative 
of  these  sold  in  the  area,  were  purchased  at 
random  from  stores  and  supermarkets.  They 
were  taken  immediately  to  the  laboratory 
where  they  were  examined. 

Laboratory  Procedure 

Portions  of  the  sample  from  different 
parts  of  the  container  were  removed  with 
a sterile  spoon,  and  50  grams  weighed  in  a 
sterile  tared  petri  dish.  The  weighed  por- 


tion was  tranferred  to  a sterile  waring 
blender  cup  containing  450  ml  of  sterile 
phosphate  buffer  solution.8  The  mixture 
was  blended  at  low  speed  for  two  minutes, 
the  blender  stopped  and  the  mixture  al- 
lowed to  stand  for  one  minute  to  allow 
entrained  air  to  escape.14,1316  Standard  un- 
differentiated) plate  counts  (SPC)  were 
obtained  using  MPH  Agar.  817  Coliform 
group  organisms  were  determined  using 
Violet  Red  Bile  Agar  (VRB),  according  to 
the  procedure  of  Hartman10,11  and  Kere- 
lak  and  Gunderson.13 

For  the  purpose  of  this  report  the  defini- 
tion of  the  coliform  group  as  stated  in 
Standard  Methods  for  the  Examination  of 
Water  and  Waste  Water 17  and  Standard 
Methods  for  the  Examination  of  Milk  and 
Milk  Products 18  will  prevail..  (Since  the 
foods  involved  are  eaten  “as  is,”  i.e.,  they 
normally  are  not  subjected  to  conditions 
or  methods  of  preparation  which  would  be 
lethal  to  members  of  the  coliform  group.) 
This  group  is  used  as  the  index  organism 
of  choice.6 

Laboratory  Results 

Six  different  types  of  salads,  manufac- 
tured by  seven  different  companies,  or 
thirty  (30)  samples,  were  examined  with 
distribution  as  shown  in  Table  I. 

Results  of  the  bacteriological  study  will 
be  found  in  Table  II  and  III.  There  is  no 
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Table  II 


COMPARISON  OF  BACTERIAL  CONTENT  BY  PRODUCT 


Number 

SPC 

Coliform 

Salad 

Samples 

low 

high 

median 

low 

high 

median 

Chicken  salad 

11 

3,000 

3,000000 

40,000 

1 

163 

15 

Ham  salad 

7 

3,000 

3,000,000 

12,000 

1 

1,300 

1 

Egg  salad 

5 

130,000 

5,000,000 

160,000 

1 

500 

56 

est 

1 

Potato  salad 

3 

8,000 

11,000,000 

65,000 

1 

441 

105 

est 

est 

1 

Cole  slaw 

3 

4,000 

370,000 

10,000 

1 

1 

Total 

29 

3,000 

11,000,000 

40,000 

1 

472 

15 

est 


readily  apparent  relationship  between  un- 
differentiated plate  count  and  coliform 
count’  nor  is  there  any  relationship  between 
either  count  and  type  of  product.  There 
is,  however,  a relationship  between  both 
coliform  content  and  undifferentiated  plate 
count  and  manufacturer.  This  relationship 
is  shown  in  Table  III.  Preliminary  data 
shows  a good  correlation  between  sanitary 
conditon  of  the  plant,  when  measured  by 
the  usual  techniques,  and  bacterial  count. 
A more  exhaustive  examination  of  this  type 
is  desirable  to  establish  the  exact  limits  and 
significance  of  this  factor. 

Conclusions 

1.  Ready-to-eat  foods  pose  a significant 


public  health  problem  as  revealed  by 
a literature  survey,  bacteriological  data 
available  and  opinions  of  state  control 
officials.19 

2.  A well  operated  and  maintained  plant 
can  produce  salads  with  low  bacterial 
content  when  measured  by  the  coli- 
form groups  and  undifferentiated  plate 
counts. 

3.  Coliform  group  organisms  are  reliable 
indices,  which  may  be  applied  to  these 
foods  with  the  possible  exception  of 
those  having  high  acid  content  as 
measure  by  pH  (cole  slaw,  pH  3.8  was 
the  only  such  product  encountered  in 
this  survey).19 


Table  III 


COMPARISON  OF  BACTERIAL  CONTENT  BY  BRAND 


Number 

SPC 

Coliform 

Brand 

Samples 

low 

high 

median 

low 

high 

median 

A 

2 

130,000 

3,000,000 

1,600,000 

500 

13,000 

6,750 

B 

1 

5,000 

5,000 

<1 

<1 

C 

10 

3,000 

930,000 

35,000 

<1 

202 

32 

D 

3 

3,000 

160,000 

4,000 

<1 

<1 

E 

7 

4,000 

11,000,000 

370,000 

<1 

3,000 

<1 

est 

F 

3 

10,000 

5,000,000 

37,000 

<1 

1 

<1 

est 

G 

3 

8,000 

2,100,000 

12,000 

<1 

134 

1 

Total  30 
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4.  Coliform  determination  by  use  of  solid 
media  Violet  Red  Bile  (Agar)  provides 
a rapid  and  economical  method,  which 
lends  itself  to  routine  control  work. 

5.  A practical  method  for  routine  analysis 
is  given. 

6.  Bacterial  standards  for  these  foods  are 
desirable,  and  in  the  opinion  of  the 
writer  should  be  established  at  the 
administrative  level  and  used  only 
after  careful  interpretation. 

7.  Bacterial  standards  should  serve  as  a 
tool  in  the  armamentarian  of  official 
agencies;  they  are  useful  as  an  adjunct 
to  sanitary  surveillance,  but  should 
never  serve  to  diminish  or  supplant  it. 

8.  The  principles  and  practices  of  sani- 
tary surveillance  which  have  been  de- 
veloped in  other  fields,  notably  milk, 
water  and  shellfish,  are  readily  adapt- 
able to  this  industry,  and  when  judici- 
ously applied  yield  excellent  returns 
for  the  effort  expanded. 
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North  Charles  Street,  Baltimore  1,  Maryland.  Essays  must  be  in  his  hands 
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• Complete  immunization  of  a high  percent- 
age of  our  population  under  forty-five  years 
of  age  is  essential  for  the  control  of  poliomye- 
litis. A method  by  which  this  may  be  accom- 
plished is  described  in  this  article. 


Maynard  H.  Mires,  M.D. 


Until  May  5,  1961,  the  State  Board  of 
Health  had  not  contemplated  holding  any 
more  mass  polio  vaccination  clinics.  We 
felt  that  after  our  strenuous  efforts  of  the 
past  five  years  the  population  was  suffici- 
ently protected  so  that  an  epidemic  of 
polio  in  Delaware  was  most  unlikely.  On 
the  above  date,  however,  a report  on  re- 
sults of  the  polio  immunization  survey  in 
Wilmington  was  given  by  Dr.  James  C. 
Strong,  City  Health  Commissioner.  This 
survey  had  but  recently  been  completed, 
and  the  final  tabulations  were  being  made 
by  statisticians  at  the  Communicable  Dis- 
ease Center  in  Atlanta,  Georga. 

Divided  Into  Five  Areas 

Based  on  census  tract  data,  the  city  had 
been  divided  into  five  areas:  (1)  upper 

socio-economic,  predominantly  white,  (2) 
middle  socio-economic,  predominately 
white,  (3)  lower  socio-economic,  predomin- 
antly white,  (4)  predominantly  non-white 
(upper),  and  (5)  predominantly  non-white 
(lower).  Field  work  was  carried  out  by 
five  teams  of  interviewers  comprised  of 
personnel  from  the  city  and  county  health 
departments.  Each  team  consisted  of  a 
sanitarian  from  the  New  Castle  County 
Health  Unit  staff  and  either  a nurse,  in- 
spector or  clerk  from  the  Wilmington  Health 
Department  staff. 

Of  480  scheduled  interviews  (thought  to 


Dr.  Mires,  is  Director  of  Local  Health  Services,  State 

Board  of  Health. 


be  a fair  random  sampling  of  these  five 
areas),  460  or  almost  96%  were  completed. 
The  objective,  of  course,  was  to  obtain  in- 
formation on  polio  immunization  status  on 
the  first  visit  to  the  home.  However,  13% 
had  to  be  contacted  later  by  telephone,  and 
8%  had  to  be  revisited. 

Two  General  Trends 

The  polio  immunization  status  was  tabu- 
lated by  age  groups  and  by  socio-economic 
area,  and  two  general  trends  were  observed: 
(1)  the  higher  socio-economic  status,  and 
the  greater  proportion  immunized,  and  (2) 
in  all  socio-economic  areas,  a higher  pro- 
portion were  immunized  among  school  age 
children  than  in  other  age  groupings. 

Final  figures  pointed  up  the  fact  that  the 
non-white  population  in  Wilmington  was 
less  well  vaccinated  than  the  white  popula- 
tion. The  least  immunized  group  consisted, 
of  course,  of  non-white  young  adults,  where 
less  than  20%  had  received  three  or  more 
injections.  Surprisingly  enough,  only  about 
one  half  of  the  non-white  children  of  school 
age  had  received  three  or  more  injections 
(in  spite  of  the  intense  immunization  pro- 
gram carried  out  in  the  schools). 

Dr.  Strong’s  report  stimulated  us  suffici- 
ently to  once  again  set  up  free  state-wide 
clinics  with  a view  to  administering  two 
doses  of  polio  vaccine  to  this  poorly-pro- 
tected group  before  the  “polio  season.”  Our 
special  target,  therefore,  became  the  low- 
income  neighborhood  . . . that  island  of 
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unvaccinated  persons  within  an  otherwise 
well-vaccinated  community. 

At  about  this  time,  the  U.  S.  Public 
Health  Service  distributed  copies  of  a plan 
for  the  “1961  Neighborhood  Polio  Vaccina- 
tion Campaign,”  and  entitled  it,  “Babies 
and  Breadwinners.”  This  title  referred,  of 
course,  to  those  two  poorly  immunized 
groups,  the  children  five  years  and  under 
and  the  young  adults.  A study  of  para- 
lytic polio  cases  occurring  in  the  United 
States  in  1960  showed  them  to  be  the  hard- 
est hit. 

Crash  Programs  Developed 

At  this  meeting  on  May  5th,  the  Wil- 
mington city  health  officer  and  the  three 
county  health  officers  were  encouraged  to 
develop  their  own  crash  programs  to  get 
the  job  done  in  their  localities.  These  plans 
differed  somewhat  depending  on  local  cir- 
cumstances, although  the  objectives  re- 
mained the  same  everywhere.  The  northern 
part  of  the  State  elected,  because  of  its 
great  concentration  of  population,  to  make 
use  of  the  “jet  injector”  or  hypospray  gun, 
two  of  which  had  been  recently  purchased 
by  the  State  of  Delaware.  Kent  County 
decided  on  the  mobile  unit  appproach  . . . 
a bus  equipped  for  vaccinations,  parked  on 
busy  corners  or  in  low  income  neighborhoods 
with  help  from  a roving  sound  truck.  Sus 
sex  County  was  to  depend  on  nearby  clinics, 
setting  up  in  the  heart  of  a neighborhood, 
no  more  than  three  or  four  blocks  from 
any  resident. 

Preliminary  discussions  with  our  health 
educators  centered  around  the  apparent 
apathy  and  lack  of  interest  shown  by  the 
low-income  group.  We  were  reminded  that 
there  are  several  reasons  why  this  group 
has  always  escaped  us:  (1)  Their  lives  are 
so  full  of  problems  that  the  danger  of  polio 
seems  relatively  unimportant,  (2)  They 
generally  have  no  family  physician  to  ad- 
vise them,  (3)  They  tend  to  distrust  “of- 
ficial agencies,”  and  (4)  They  often  have 
no  means  of  transportation  to  the  regular 
vaccination  centers.  For  these  reasons,  our 


decision  to  carry  the  program  to  the  people 
in  Kent  County  seemed  a good  one. 

Naturally,  a necessary  first  step  was  to 
obtain  the  blessing  of  each  County  Medical 
Society.  No  public  health  program  can  be 
truly  successful  without  the  active  support 
and  approval  of  the  physician  in  the  com- 
munity. As  a result  of  our  propaganda,  we 
expected  a certain  number  of  the  regular 
patients  of  family  physicians  to  be  motiv- 
ated to  complete  their  immunizations.  Our 
target  group,  however,  was  one  not  normally 
reached  by  private  physicians  in  their  offices. 

The  Division  of  Health  Education  of  our 
State  Board  of  Health  then  set  about  in- 
volving any  number  of  community  organi- 
zations, obtaining  volunteer  record-keepers 
from  The  National  Foundation,  contacting 
local  school  principals,  ministers,  news- 
papers and  radio  stations.  Well-informed 
school  children  (most  of  whom  already  vac- 
cinated in  Kent  County)  were  urged  to 
bring  their  parents  and  younger  siblings  to 
the  clinic  location.  Everywhere  there  sud- 
denly appeared  posters  picturing  a very  blue 
and  very  sad  rabbit;  “Are  you  a dumb 
bunny”?  he  asked,  “Or  have  you  had  your 
polio  shots”?  Then  the  message  continued, 
“Be  sure  ...  Be  Wise  . . . Immunize!  Don’t 
take  a chance  . . . Take  your  polio  shots 
NOW!” 

Drastic  Methods 

Some  of  the  methods  employed  in  the 
campaign  would  ordinarily  be  frowned  upon 
as  too  expensive  and  time-consuming  for 
the  expected  results.  And  yet,  finding  out 
who  in  each  neighborhood  had  “status,” 
and  convincing  him  or  her  of  the  role  to  be 
played,  seemed  important  if  we  were  to  get 
real  local  support.  We  were  richly  repaid 
in  some  locations  when  these  neighborhood 
leaders  let  it  be  known  that  a good  turn- 
out would  be  appreciated.  This  was  much 
more  effective  than  the  orthodox  methods 
of  publicity.  As  old  as  mankind’s  social 
order,  the  word  of  mouth  approach  is  the 
best. 

Kent  County’s  polio  vaccination  clinic 
schedule  looked  rather  full  when  we  finished 
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drawing  it  up.  There  were  nineteen  separ- 
ate clinic  locations  to  be  visited  from  late 
May  to  the  end  of  June,  and  then  the 
whole  circuit  must  be  repeated  in  July.  This 
necessitated  health  unit  personnel  working 
three  extra  nights  each  week  for  about  2% 
months.  However,  no  complaints  were 
forthcoming;  everyone  realized  the  import- 
ance of  reaching  these  hitherto  “unreach- 
able” people  and  keeping  our  polio  slate 
clean.  Futhermore,  there  was  a certain 
feeling  of  excitement  as  we  watched  the 
banners  go  up  on  the  sides  of  the  great 
white  bus,  proclaiming  “Free  Polio  Shots 
Here.”  We  might  go  so  far  as  to  say  that 
there  was  a keen  spirit  of  competition  shown 
among  the  public  health  nurses,  each  one 
hoping  that  her  district  would  have  the 
greatest  turn-out! 

After  only  a few  of  these  mobile  clinics, 
we  began  to  form  our  own  impressions  of 
the  type  of  response  we  were  getting;  mostly 
first  and  fourth  shots  to  young  adults  and 
children  (both  pre-school  and  school  age). 
It  may  be  of  interest  to  give  a few  percent- 
ages for  the  first  month  of  operation:  31.5% 
of  the  shots  were  first  injections,  6.5%  were 
second,  10.0%  were  third,  and  52.0%  were 
fourth.  (Percentages  have  been  rounded 
off  for  purpose  of  this  presentation.) 


In  the  few  words  of  conversation  we  had 
with  various  individuals  as  they  came  on 
the  bus,  we  learned  some  of  the  reasons 
why  they  had  not  taken  advantage  of  this 
before.  These  statements  from  supposedly 
intelligent  adults  showed  how  little  our 
teaching  had  been  absorbed:  “I  thought 
if  you  took  these  shots  after  35  they  might 
hurt  you.”  “I  thought  these  shots  were 
only  for  kids.”  “I  lived  through  a polio 
epidemic  once  and  didn’t  get  it,  so  I must  be 
immune.”  “I  was  told  that  if  I once  started 
the  shots  and  didn’t  finish,  I’d  be  in  serious 
trouble.” 

Nevertheless,  despite  these  little  mis- 
understandings, the  “Babies  and  Bread- 
winners” did  come  to  our  special  clinics 
after  all.  The  actual  figures  cannot  be 
given  as  part  of  this  article,  because,  at  the 
time  of  writing,  we  have  not  yet  completed 
the  second  part  of  our  circuit.  We  feel, 
though,  that  the  program  is  accomplishing 
its  objective;  to  stimulate  vaccinations  of 
young  children  and  young  parents,  particu- 
larly in  the  low-income  areas.  The  mobile 
unit  type  of  operation  has  a distinct  ad- 
vantage in  bringing  the  service  directly  to 
the  neighborhoods  that  need  it  the  most. 
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“PROBLEM  OF  ALCOHOLISM  IN  THE  PRACTICE  OF  MEDICINE” 

To  advance  the  understanding  of  the  Problem  of  Alcoholism  in  General 
Practice,  the  Committee  on  Nutrition  and  Metabolism,  Philadelphia  County 
Medical  Society,  jointly  with  the  Division  of  Behavioral  Problems,  Department 
of  Health,  Commonwealth  of  Pennsylvania  and  the  National  Vitamin  Foundation 
are  sponsoring  a Symposium  on  the  Problem  of  Alcoholism  in  the  Practice  of 
Medicine.  This  Symposium  will  be  held  on  October  30,  1961  at  the  College  of 
Physicians  of  Philadelphia,  19  So.  22nd  Street  at  2:30  P.M. 

Acceptable  for  Category  II  credit  of  three  hours  by  the  American  Academy 
of  General  Practice. 
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Short-Term  Therapy  In 

ACUTE  MUSCLE  AND  JOINT  DISORDERS 


Robert  Seeherman,  M.D. 


Although  often  regarded  as  one  of  the 
less  demanding  therapies  that  the  practi- 
tioner is  called  on  the  provide,  the  treat- 
ment of  acute  muscle  and  joint  disorders 
does  present  its  own  peculiar  problems. 
Since  the  symptoms  may  have  arisen  from 
any  of  a variety  of  underlying  conditions 
(very  often  from  several  at  once),  the 
chances  are  usually  but  slight  that  improve- 
ment of  the  underlying  condition  itself  can 
be  obtained  in  a few  days.  Nevertheless, 
the  patient  expects  relief  of  his  symptoms 
in  a few  hours  or,  at  most,  in  a few  days. 
Unless  such  prompt  relief  is  forthcoming, 
the  physician  may  not  get  a chance  even 
to  initiate  definitive  therapy  of  the  under- 
lying condition,  for  some  patients  will  con- 
sider the  symptomatic  treatment  a failure 
after  only  a few  days  and  give  it  up. 

In  this  context,  a clinical  trial  of  cariso- 
prodol:i:  was  made  in  patients  with  acute  or 
traumatic  muscle  and  joint  pain  and  stiff- 
ness. Carisoprodol  is  a recently  introduced 
agent,  reported  to  have  pain-relieving  effect 
as  well  as  muscle-relaxant  action1’2  and  ef- 
fective/-6 These  qualities  would  make  the 
drug  particularly  useful  in  office  practice. 
It  is  available  in  350  mg.  tablets  and  250 
mg.  capsules.  Except  in  two  very  young 
patients  (aged  10  and  11  respectively)  the 
tablet  form  was  used  throughout  this  trial. 

Method 

Seventy-one  patients,  of  whom  42  were 
female  and  29  male,  were  given  carisoprodol 
in  this  trial.  Ages  ranged  as  follows: 

10-25  10  36-50  32 

26-35  20  over  50  9 


Dr.  Seeherman  is  Associate  in  Medicine  to  the  St.  Francis, 
Memorial,  Delaware  and  Wilmington  General  Hospitals. 

* Carisoprodol  was  supplied  as  Soma  by  Wallace  Laboratories, 
Cranbury,  N.  J. 


The  unusually  large  proportion  of  patients 
in  the  lower  age  groups  is  due  to  the  in- 
clusion of  traumatic  injury  cases. 

Dosage  in  all  except  three  adult  patients 
(and  the  10-  and  11-year-olds)  was  one, 
350  mg.  tablet  q.i.d.,  often  reduced  to  p.r.n. 
dosage  after  the  first  few  days.  In  the 
three  excepted  cases,  a lower  dosage  was 
used;  in  one  of  these  (torticollis),  two  tab- 
lets h.s.  were  prescribed  to  promote  sleep. 

Concomitant  therapy  included  heat, 
physical  therapy  and  manipulation  where 
indicated,  traction  (one  case)  analgesics 
(10  cases)  and  ethyl  chloride  spray  (four 
cases) . 

Duration  of  therapy  was  typically  short- 
term, ranging  from  two  to  10  days  and  av- 
eraging about  one  week.  Lack  of  results  in 
this  period  was  rated  as  a treatment  fail- 
ure. 

Results 

Results  were  classified  as  excellent  (full 
orpractically  full  relief  of  symptoms),  very 
good  (great  relief  of  symptoms),  good  (sub- 
stantial relief  of  symptoms),  fair  (some  re- 
lief), and  ineffective.  Patient  reports  and 
clinical  observation  were  the  basis  in  as- 
sessing results;  pain  is  so  subjective  and 
variable  that  attempts  at  objective  measure- 
ment were  deemed  impractical  in  this  in- 
vestigation. Symptoms  evaluated  for  in- 
tensity were  muscle  pain,  joint  pain,  muscle 
spasm  and  stiffness,  limitation  of  motion, 
rigidity  and,  where  present,  tension,  irrita- 
bility, and  insomnia. 

Results  are  detailed  in  Table  I.  Twenty- 
three  patients  had  excellent  results,  24  very 
good,  8 good,  9 fair;  in  7 patients  treatment 
was  ineffective.  This  rate  of  effectiveness 
for  carisoprodol  (68%  excellent  or  very 
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Indication 

Lumbo-sacral,  sacroiliac  str* 
Myositis,  bursitis, 
fibrositis,  torticollis 
Osteoarthritis, 
arthritis,  periarthritis 
“whiplash”  injury 
Sciatica 
Strain,  sprain 
Disc  syndrome 

TOTAL 

good)  is  considered  highly  satisfactory,  par- 
ticularly in  view  of  the  short  duration  of 
therapy  and  the  relative  freedom  from  side 
effects. 

Side  effects  consisted  of  14  cases  of  mild 
drowsiness  (including  one  on  placebo  used 
experimentally  early  in  the  investigation), 
one  case  of  moderate  drowsiness,  one  case 
of  dizziness,  and  one  case  of  “heartburn.” 

Therapy  was  discontinued  in  only  one 
patient — a 41  year-old  male  with  bursitis. 
In  this  case,  development  of  lethargy  indi- 
cated discontinuance  of  medication  (cariso- 
prodol  and  Dextro-Propoxyphene  Hd)  al- 
though the  presenting  symptoms  had  all 
diminished  in  degree  from  severe  to  mild. 

Discussion 

Prompt  and  safe  results  in  the  treatment 
of  office  patients  incapacitated  by  pain  and 
stiffness  associated  with  muscle  and  joint 
conditons  are  important  to  the  therapy  of 
the  underlying  conditon.  In  this  study, 
carisoprodol  showed  a good  rate  of  effec- 
tiveness in  relieving  muscle  and  joint  pain 
and  stiffness,  sometimes  in  hours  and  usu- 
ally in  a day  or  two.  In  addition,  other 
drug  therapies  required  were  unaffected  by 
this  agent,  and  in  many  cases,  manipulation 
and  physical  therapy  were  made  easier  and 
more  acceptable  to  the  patient.  In  addition 
to  relief  of  muscle  and  joint  pain  and  stiff- 
ness, relief  of  irritability  and  insomnia  were 
noted,  probably  as  a result  of  the  easing  of 
pain.  The  occasional  occurrences  of  mild 
drowsiness  did  not  prove  to  be  a serious 


Table  I 
No. 

Ex. 

V.  Good  Good  Fair 

Ineff. 

29 

9 

12  1 5 

2 

30 

12 

6 5 3 

4 

6 

— 

3 1 1 

1 

2 

— 

1 1 — 

— 

1 

1 

— — — 

— 

2 

1 

1 — — 

— 

1 

— 

1 — — 

— 

— 

— 

— — — 

— 

71 

23 

24  8 9 

7 

handicap; 

indeed,  in  retrospect,  it 

would 

appear  to 

i be 

a good  idea  to  increase  the 

h.s.  dosage  routinely  to  two  tablets 

as  an 

aid  to  sleep— 

-often  a problem  in  patients 

with  muscle  and  joint  pain. 


Summary 

In  a study  of  71  patients  with  conditions 
involving  muscle  and  joint  stiffness  and 
pain,  carisoprodol  was  administered  (350 
mg.  q.i.d.)  for  a period  of  about  one  week. 

Results  were  classified  as  excellent  in  23, 
very  good  in  24,  good  in  8,  fair  in  9,  and 
ineffective  in  7 patients. 

Side  effects  were  limited  to  drowsiness, 
usually  mild,  one  case  dizziness,  one  case 
of  “heartburn,”  and  one  case  of  lethargy. 

There  were  no  effects  noted  on  blood,  en- 
docrine, renal  or  hepatic  systems;  no  tol- 
erance or  withdrawal  effects  were  encoun- 
tered. 

Carisoprodol  proved  to  be  effective  and 
free  from  serious  sife  effects  in  this  study 
of  short-term  treatment  in  conditons  in- 
volving muscle  and  joint  pain  and  spasm. 
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DOCTORS  AND  “SOCIETY” 

“The  practice  of  medicine  is  a public 
trust/’  Secretary  of  Health,  Education  and 
Welfare  Abraham  Ribicoff  told  the  gradu- 
ating class  of  the  University  of  California 
Medical  Center  this  week. 

Has  any  young  man  or  woman  on  the 
threshold  of  a medical  career  thought  other- 
wise? 

“Each  of  you  in  your  two  decades  of 
training  thus  far  has  been  heavily  endowed 
by  the  people  of  your  community,  your 
state  and  country,”  Mr.  Ribicoff  continued. 

Has  any  fledgling  physician  ever  disputed 
that  fact? 

“Nor  will  the  public  interest  in  you  end 
when  your  education  is  completed  . . .”  the 
Secretary  said.  “Public  laws  will  govern 
your  practice.  The  hospital  in  which  you 
work  will  be  licensed  by  the  public  and  may 
well  have  been  built  or  equipped  with  public 
funds.” 

Those  statements  are  elemental,  as  every 
graduating  doctor  in  the  land  knows  full 
well.  But  then  Mr.  Ribicoff  turned  to  the 
realm  of  forecast.  He  said: 

“In  a few  years  you  will  come  into  your 
own  as  full-fledged  practicing  physicians. 
The  new  world  that  is  yours  to  serve  will  be 
very  different  from  the  world  as  it  was 
when  you  began  your  long  preparations  . . . 
The  very  texture  of  our  society  will  be  dif- 
ferent.” 

What  did  the  Secretary  of  Health,  Edu- 
cation and  Welfare  mean  by  that?  Did  he 
mean  that  doctors  of  the  future  will  have 
to  adjust  themselves  to  the  Big  Brother 
“texture  of  society”?  Did  he  mean  that  be- 
cause the  public  has  taken  a deep  interest 
in  the  education  of  its  doctors  and  has 
supplied  some  funds  to  build  hospitals, 
medical  graduates  should  feel  obligated  to 
consider  themselves  servants  of  the  state, 
and  beholden  to  some  socialistic  bureac- 
racy  in  Washington? 


If  that’s  what  Mr.  Ribicoff  meant,  we 
hope,  with  a considerable  degree  of  con- 
fidence, that  every  young  man  and  woman, 
now  and  in  the  future,  who  has  the  savvy 
to  earn  a degree  in  medicine  will  also  have 
the  courage  to  say  to  him  nay. 

Reprinted  from  the  Omaha,  Nebraska  World-Herald. 

THE  TEXT  OF  THE  MATTER 

Elsewhere  in  this  issue  is  an  article  en- 
titled “Psychotherapeutic  Management  of 
Acute  Myocardial  Infarction”  by  Doctor 
Anthony  R.  Tortora.  The  text  appears  in 
three  sentences  about  the  beginning  of  the 
last  quarter  of  the  article.  “The  spoken  word 
is  only  part  of  the  approach.  It  is  not  suf- 
ficient to  merely  tell  the  patient  he  is  im- 
proving. He  must  be  made  to  feel  it .” 

There  undoubtedly  will  be  critics  who 
claim  that  there  is  nothing  new  in  Doctor 
Tortora’s  article.  Regardless  of  whether 
or  not  there  is  anything  new,  the  truths 
contained  therein  are  of  such  importance 
that  they  need  retelling.  We  have  re- 
peatedly urged  physicians  to  act  as  they 
speak;  do  not  tell  the  patient  that  he  has 
nothing  to  worry  about,  then  give  medicine 
and  tell  him  to  “take  it  easy.”  Doctor  Tor- 
tora’s article  is  important  and  timely. 

“When  Should  My  Cardiac  Patient  Re- 
turn To  Work”?  by  Doctor  C.  Anthony 
D’Alonzo  appears  in  the  August  1961  issue 
of  Medical  Times.  Doctor  D’Alonzo  pre- 
sents a down-to-earth  and  knowledgeable 
discussion  of  this  most  important  subject. 
Although  industry  usually  allows  three 
months  for  convalescence  from  an  acute 
heart  attack,  there  is  nothing  magic  in  this 
number  and  we  must  individualize  our 
thinking  along  these  lines  according  to  the 
factor  in  each  case. 

These  two  articles  present  logical  think- 
ing about  a most  common  and  important 
problem.  It  is  hoped  that  some  of  our 
readers  will  be  led  to  consult  Medical  Times 
for  August  1961. 
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Delaware  Hospital’s 
New  Laboratory 


Insect  Sting  Data 


Physicians 
Take  Note 


New  Paternity 
Clues 


Public  Relations 
Tip 


A new  laboratory  has  been  opened  in  the  Delaware  Hospital,  Wil- 
mington, to  perform  a thyroid  test  possible  until  now  only  in  large 
medical  centers.  Developed  to  determine  the  amount  of  protein- 
bound  iodine  in  blood  serum,  the  laboratory’s  method  of  using 
radioactive  iodine  to  check  all  stages  of  the  procedure  was  developed 
by  the  Atomic  Energy  Commission  at  Brookhaven  National  Labor- 
atory. The  new  laboratory  was  placed  about  600  feet  from  the 
hospital  to  avoid  possible  contamination  from  drugs  containing  iodine. 
Its  diagnostic  service  is  available  to  physicians  in  hospitals  here  and 
in  nearby  states. 

Careful  records  of  the  natural  history  of  bee,  wasp,  yellow  jacket  and 
hornet  stings — with  particular  reference  to  anaphylaxis,  as  observed 
by  the  physician — are  being  compiled  by  the  American  Academy  of 
Allergy.  In  order  to  accumulate  this  data,  members  of  the  Medical 
Society  of  Delaware  are  urged  to  report  cases  so  that  they  can  be 
recorded  and  follow-up  observations  made.  Please  notify:  Leonard 
S.  Girsh,  M.D.,  American  Academy  of  Allergy,  Representative,  State 
of  Delaware,  3701  N.  Broad  St.,  Philadelphia  40,  Pa. 

In  a recent  letter  to  your  president,  Dr.  Lemuel  C.  McGee,  the 
National  Foundation  asked  that  member  physicians  be  reminded  that 
it  does  not  reimburse  them  for  personal  professional  services  in  the 
care  of  patients  with  acute  and  residual  paralytic  poliomyelitis.  This 
policy,  which  became  effective  in  1959,  permits  assistance  to  families 
of  private  as  well  as  non-private  patients  without  involvement  in  the 
traditional  patient-physician  relationship,  and  without  concern  in 
the  matter  of  physician’s  and  surgeon’s  fee.  The  National  Founda- 
tion believes  that  its  assistance  to  families  afflicted  with  such  chronic 
diseases  should  be  available  to  all  who  might  suffer  severe  economic 
hardship  from  such  an  event. 

Conformity  of  the  ridges  of  each  finger  between  alleged  parent  and 
child  is  a more  reliable  sign  of  paternity  than  various  other  anthro- 
pologic measurements,  according  to  Professor  Sandor  Okros,  speak- 
ing at  the  5th  Congress  of  the  International  Academy  for  Legal  and 
Social  Medicine  in  Vienna.  His  conclusions,  based  on  a 14  year  study 
of  more  than  1000  families  in  whom  there  was  no  doubt  about  pa- 
ternity, definitely  establish  the  reliability  of  using  the  arrangement 
of  the  external  ridges  of  the  skin  at  the  fingertips  to  establish  pa- 
ternity. 

One  of  the  biggest  brickbats  thrown  at  the  medical  profession,  is  the 
old  one — ‘As  soon  as  the  doctor  finds  out  his  patient  has  insurance, 
he  immediately  increases  his  fee.’  “It  should  be  perfectly  obvious,” 
says  Edward  H.  Crane,  Jr.,  M.D.,  President  of  the  Los  Angeles 
County  Medical  Association,  “that  if  the  fee  is  set  before  the  insur- 
ance coverage  is  mentioned,  there  will  be  no  foundation  for  this  irk- 
some criticism.  Discuss  the  fee  first — insurance,  second.” 


276 


September,  1961 


Personal 

Glimpses 


Executive  Job 
Hazards 


Nibbling  vs 
Meal  Eating 


Increased  Emphasis 
On  Prenatal  Factors 


Live  Dangerously? 


Medical  Examiner 
Aides 


John  C.  Rawlins,  M.D.,  has  been  named  president  of  the  Board  of 
Education  of  Seaford’s  special  school  district;  beginning  his  fourth 
year  as  a member  of  the  Board  . . . George  Botte,  M.D.,  has  been 
named  acting  superintendent  of  the  State  Welfare  Home  and  Hospital 
for  Chronically  111  at  Smyrna  to  fill  the  vacancy  created  by  the  death 
of  Clarence  J.  Prickett,  M.D.  . . . Drs.  Leonard  P.  Lang,  Frank  T. 
O'Brien,  and  Peter  R.  Walsh  of  Wilmington  were  certified  as  new 
Fellows  of  the  American  College  of  Chest  Physicians  at  its  27th 
Annual  Meeting  . . . 

At  a recent  meeting  of  the  American  College  of  Physicians,  Lemuel 
C.  McGee,  M.D.,  urged  executives  to  engage  regularly  in  recreation 
and  to  develop  wholesome  living  and  working  environments  to  avoid 
frustration.  He  listed  the  major  occupational  hazards  as:  the  cocktail 
hour,  excess  banquet  food,  boring  afternoon  speeches,  the  swivel 
chair,  stress  in  dealing  with  people  in  everyday  living,  and  decision 
making. 

Studies  made  on  body  metabolism  in  chickens  found  that  the  manner 
of  food  intake  affects  the  production  and  regression  of  the  choles- 
terol level  of  the  blood,  reports  Circulation.  The  induction  experi- 
ment showed  the  “meal  eaters”  exhibited  twice  the  serum  cholesterol 
levels  and  seven  times  the  severity  of  coronary  atheroscleroosis  seen 
in  “nibblers.” 

The  support  of  the  following  two  senate  bills,  emphasizing  factors 
affecting  a child  before  its  birth,  has  been  advocated  by  Nicholson 
J.  Eastman,  M.D.,  president  of  ACOG.  (1)  Senate  Bill  No.  S 2269, 
establishing  the  Institute  of  Child  Health  and  Human  Development 
and  the  Institute  of  General  Medical  Sciences,  as  new  divisions  of 
the  National  Institutes  of  Health  and  (2)  Senate  Bill  No.  S 2273, 
authorizing  research  grants  for  maternal  and  child  health. 

A “new  look”  at  older  persons,  particularly  those  with  chronic  disease, 
is  advised  by  Alvin  L.  Barach,  M.D.,  Emeritus  Professor  of  Clinical 
Medicine,  Columbia  University,  NYC,  who  deplores  the  adage 
“conserve  the  energies  of  older  people.”  Dr.  Barach  believes  that 
idleness  breeds  unhappiness,  boredom  contributes  to  poor  health; 
that  an  apparently  peaceful  life  may  foster  tension  and  anxiety.  He 
emphasizes  that  work  has  a beneficial  effect  on  body,  mind  and  soul. 
Journal  of  the  American  Geriatric  Society,  July,  1961. 

Appointments  of  17  deputy  medical  examiners  have  been  announced 
by  Philip  J.  G.  Quigley,  M.D.,  State  Medical  Examiner.  Dover: 
Drs.  Charles  Allen  and  Norman  P.  Jones;  Milford:  Drs.  Clarence  E. 
Graybeal  and  John  W.  Annand;  Millsboro:  Drs.  A.  L.  Czebotari  and 
Virgil  A.  Hudson;  Rehoboth  Beach:  Drs.  R.  L.  Klingel,  E.  L.  Stam- 
baugh,  and  Carl  G.  Pierce;  Bridgeville:  Dr.  R.  H.  Beckert;  Seaford: 
Drs.  J.  Leland  Fox,  Robert  C.  Kingsbury  and  John  C.  Rawlins; 
Laurel:  Dr.  Charles  M.  Moyer;  Midletown:  Drs.  Harry  L.  Hoch  and 
Demeter  Skrypec. 
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George  C.  Ginter,  M.D.,  Hahnemann  Medical  College, 
’54,  lives  in  Glen  Mills,  Pa. — his  native  state.  Dr.  Gin- 
ter has  three  children  and  his  hobbies  are  gardening  and 
Hi-Fi.  Delaware  license:  1959.  Specialty:  Anesthes- 
iology. Office:  Memorial  Hospital. 


Samuel  Woolston  Lippincott,  M.D.,  Medical  College  of 
Virginia,  ’44,  transferred  his  membership  from  the 
Charleston  County  Medical  Society,  S.C.,  when  he  came 
to  Delaware  in  November.  Specialty:  Radiology.  Office: 
Wilmington  General  Hospital.  Dr.  Lippincott  has  one 
daughter  and  likes  gardening,  electronics  and  travel. 


Patrick  F.  Ashley,  M.D.,  Dalhousie  University,  Nova 
Scotia,  ’50,  is  a Canadian  by  birth  and  has  lived  here 
for  seven  years.  Photography  and  making  home  im- 
provements are  his  hobbies,  besides  spending  time  with 
his  three  children.  Delaware  license:  1961.  Specialty: 
Pathology.  Office:  Memorial  Hospital. 


McHenry  Peters,  Jr.,  M.D.,  University  of  Pennsylvania, 
’54,  is  a native  Virginian,  recently  transferring  his 
membership  from  the  Lynchburg  Academy  of  Medicine. 
A radiologist  at  Delaware  Hospital,  Dr.  Peters  has  just 
moved  into  a new  home  on  Clyth  Drive  with  his  wife 
and  two  small  boys.  He  finds  photography  an  absorb- 
ing hobby.  License:  Pennsylvania  1955;  Virginia  1960. 
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THE  UNITED  WAY  OF  LIFE 

Giving  for  the  benefit  of  others  is  an  integral  part  of  the  American  way 
of  life.  The  ideal  of  free  individuals  unified  by  a spontaneous  service  to  the 
common  life  is  the  never-to-be-forgotten  bequest  to  the  civilized  world  by 
the  early  Athenian  democracy.  Once  a year,  1500  communities  in  the  United 
States  experience  a graphic  demonstration  of  “spontaneous  service  to  the 
common  life”  through  voluntary,  federated  giving  to  the  financial  support 
of  voluntary  agencies. 

Voluntary  agencies  have  been  defined  as  “nongovernmental,  self-gover- 
ning organizations  financed  primarily  by  contributions  from  the  public.”1 
Agency  governing  boards  consisting  of  interested  and  responsible  citizens 
represent  both  the  conscience  of  the  community  and  the  philosophy  of  public 
accountability  in  the  raising  and  spending  of  philanthropic  funds.  As  our 
society  becomes  more  complex  one  is  increasingly  apt  to  lose  sight  of  the 
needs  of  his  neighbor.  Impulse  giving  properly  is  being  replaced  by  planned 
giving.  The  heart  and  mind  can  and  should  become  a team  in  one’s  decision 
as  to  where,  when  and  how  to  give. 

The  present  day  good  Samaritan  has  an  ally  in  the  team  work  of  United 
Community  Funds  and  Councils,  instruments  which  can  measure  agency 
effectiveness,  report  on  unmet  needs,  give  expression  to  community  wish, 
and  form  a main  artery  over  which  help  can  flow  steadily  and  strongly  to 
meet  human  exigency.  The  United  Way  does  this  without  separate  fund 
raising  efforts  for  each  member  agency. 

A popular  magazine2  headed  an  editorial,  “If  It’s  a United  Fund  Agency, 
You  Know  It’s  One  of  the  Good  Ones.”  Herein  is  good  reason  to  channel  a 
large  portion  of  our  charitable  contributions  into  our  local  United  Fund. 
“There  are  three  classes  of  residents  in  any  community:  those  who  live  off 
of  it,  those  who  live  in  it,  and  those  who  live  for  it.”  The  latter  “recognize 
their  political,  social,  and  economic  duties  as  citizens  by  taking  an  attitude 
of  live  civic  brotherhood.”3 

Albert  Schweitzer,  M.D.,  has  observed,  “Reverence  for  life  does  not 
allow'  the  scholar  to  live  for  his  science  alone,  even  if  he  is  very  useful  to  the 
community  in  so  doing  ...  It  refuses  to  let  the  businessman  imagine  that  he 
fulfills  all  legitimate  demands  in  the  course  of  his  business  activities.  It 
demands  from  all  that  they  sacrifice  a portion  of  their  own  lives  for  others. 
Religion  to  me  is  only  words  until  we  roll  up  our  sleeves  and  plunge  into  our 
work  to  make  conditons  what  they  ought  to  be.” 


1. 


2 . 
3. 
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PRESIDENT’S  FINAL  REPORT,  1960-61 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware  has  a small  member- 
ship and  represents  a small  medical  society 
in  a small  state.  We  consider  this  a great 
state  of  affairs  because  of  the  friendships 
that  are  made  in  a closely  knit  group.  The 
Medical  Society  has  supported  the  Auxiliary 
enthusiastically  since  its  inception. 

The  American  Medical  Education  Foun- 
dation has  our  interest  and  support  and  we 
raised  $825.50  this  year.  This  was  done 
by  use  of  Memorial  and  Appreciation  cards 
as  well  as  by  county  and  state  contributions. 

The  Bulletin  of  the  Woman’s  Auxiliary 
to  the  American  Medical  Association  has 
proved  to  be  of  great  benefit  to  our  active 
leaders  and  members.  We  urge  all  mem- 
bers to  subscribe.  Planning  materials  sent 
from  National  Auxiliary  Headquarters  are 
adequate,  timely,  and  used  by  our  chair- 
men. 

Recently  we  had  a joint  legislative  meet- 
ing with  the  Medical  Society  and  our  Aux- 
iliary members  have  been  busy  with  “oper- 
ation coffee  cup.”  The  Executive  Secre- 
tary of  the  Medical  Society  has  compiled 
statistics  on  our  state  situation  which  are 
a great  aid  in  this  undertaking. 

Our  three  counties  meet  in  different  ways. 
New  Castle,  our  largest,  has  seven  luncheon 
meetings  per  year;  Kent  has  four  luncheon 
meetings  and  Sussex,  eight  night  meetings 
followed  by  social  hours  with  the  County 
Medical  Society.  As  a consequence,  pro- 
grams and  program  needs  vary. 


As  far  as  community  and  volunteer  serv- 
ices are  concerned,  each  member  represents 
Auxiliary  in  her  particular  location  or  town. 
Almost  all  members  are  hard  working  volun- 
teers in  hospitals,  Red  Cross,  PTA’s, 
churches  and  many  service  organizations. 

We  have  had  a banner  year  for  Recruit- 
ment for  Paramedical  Careers.  Our  chair- 
man has  planned  a program  for  the  Rotary 
Club  of  Wilmington  and  has  been  its 
guest  speaker  as  well.  She  spoke  to  the 
Milford  Lions  Club  and  various  other  serv- 
ice organizations.  At  the  request  of  Dela- 
ware’s Department  of  Education,  she  has 
written  an  article  to  be  included  in  the 
“Guidance  Counselor  Handbook”  for  use 
in  the  schools.  At  the  present  time  she  is 
serving  as  our  Auxiliary  representative  on 
a state-wide  coordinating  committee  for 
National  Hospital  Week. 

Two  of  our  members  played  leading  roles 
in  a training  session  for  women  in  civil  de- 
fense. The  session  was  held  at  the  State 
Control  Center  and  our  members  gave  a 
very  informative  demonstration  of  home 
nursing  under  emergency  conditons. 

In  this  highly  organized  state  we  find 
that  we  are  working  in  many  organizations, 
many  with  the  same  fine  goals  in  view. 
Each  member  is  aware,  however,  that  she 
represents  Medical  Auxiliary  every  minute 
of  every  day  and  is  trying  to  give  the  best 
that  is  in  her. 

I want  to  thank  everyone  in  the  Auxil- 
iary for  their  fine  cooperation  this  year.  It 
has  been  a pleasure  to  work  with  all  of 
them. 

Mrs.  J.  Leland  Fox 
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Friday,  October  27,  1961  Brandywine  Country  Club 
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The  usual  dosage  for  infants  and  children  under  twenty-five  pounds  is  5 mg.  per 
pound  every  six  hours;  for  children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 

For  adults  and  children  over  fifty  pounds,  the  usual  dotage  is  250  mg.  every  six  hours. 

In  more  severe  or  deep-seated  infections,  these  dosages  may  be  doubled. 

Available  as:  Pulvules® — 125  and  250  mg.  f;  Oral  Suspension — 125  mg.  f per  5-cc. 
teaspoonful;  and  Drops — 5 mg.  f per  drop. 

Product  brochure  available;  write  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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(chloramphenicol,  Parke-Davis) 

In  the  management  of  certain  meningeal  infections,  Chloromycetin  offers  unique 
advantages.  It  has  been  described  by  one  investigator  as  “...the  best  chemother- 
apeutic agent  for  patients  with  H.  influenzae  meningitis....”1  In  comparative  in  vitro 
studies/  Chloromycetin  showed  the  “highest  effectiveness”  against  Hemophilus 
influenzae , Diplococcus  pneumoniae , streptococcus,  and  numerous  other  pathogens. 
Another  report  states:  “Chloramphenicol  is  regularly  detected  in  the  cerebrospinal 
fluid  when  blood  levels  greater  than  10  micrograms  per  ml.  are  reached.”3  Blood  levels 
of  this  magnitude  are  easily  attainable  with  the  administration  of  Chloromycetin  by 
either  the  oral  or  parenteral  routes. 

Chloromycetin  effectively  penetrates  the  blood-brain  barrier;3'6  provides  effective 
action  against  H.  influenzae1'47'9  and  other  invaders  of  the  meninges. 5’7,10'11  Product 
forms  are  available  for  administration  by  the  intravenous,  intramuscular,  and  oral 
routes.  For  these  reasons,  Chloromycetin  has  contributed  conspicuously  to  the 
dramatic  drop  in  mortality  rates  in  meningeal  infections  caused  by  H.  influenzae 
and  other  susceptible  microorganisms. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning;  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocy- 
topenia, granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood 
dyscrasias  have  occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the 
possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections 
caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be 
used  when  other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infec- 
tions such  as  colds,  influenza,  or  viral  infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While 
blood  studies  may  detect  early  peripheral  blood  changes,  such  as  leuko- 
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Sensitivity  tests  were  done  by  the  disc  method 
on  a total  of  100  strains  of  H.  influenzae  obtained 
from  clinical  isolates  from  1955  through  1958. 

-Adapted  from  Jclliff,  C.  R.;  Engelhard,  W.  E.; 
Ohlsen,  J.  R.;  Heidrick,  P.  j.;  & Cain,  J.  A. ,2  with 
permission  of  the  authors. 
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THE  CASE  FOR  HOSPITAL  MERGERt 


• A proposal  for  easing  the  problem  of  hospital 
care  in  New  Castle  County  is  presented  in  this 
analysis  of  hospital  administration,  the  medical 
profession  and  community  medical  problems.  The 
author’s  suggesting  a merger  of  several  hospitals 
into  one  medical  center  is  prompted  by  his  strong 
sense  of  community  responsibility  as  a physician 
and  as  a native  Wilmingtonian. 


Norman  L.  Cannon,  M.D. 


A crisis  is  facing  the  hospitals  of  Wil- 
mington. This  crisis  is  not  wholly  unique 
but  rather  represents  part  of  a national 
problem.  The  crisis  as  it  presents  itself 
is  characterized  by  mounting  costs  of  medi- 
cal care,  increased  costs  for  the  care  of 
charity  patients,  increased  demands  for  the 
facilities  provided  by  the  hospitals,  increas- 
ing utilization  of  the  existing  facilities  by 
the  patients  and  by  the  doctors.  This  re- 
sults in  increasing  deficits  which  are  no 
longer  made  up  by  voluntary  contributions 
from  wealthy  benefactors  and  which  are 
not  balanced,  as  they  should  be,  by  increased 
appropriations  from  State,  County  and  City 
governments.  The  crisis  in  the  hospitals 
has  been  intensified  by  the  general  infla- 
tionary spiral  in  our  economy  and  the 
possibility  of  unionization  by  hospital  em- 
ployees. The  crisis  is  further  aggravated 
by  the  efforts  of  the  three  non-sectarian 


t First  presented  at  Memorial  Hospital  Staff  Meeting. 

Dr.  Cannon  is  Director  of  Urology  Service,  Wilmington 
General  Hospital;  Chief  of  Urology,  St.  Francis  and  Delaware 
Hospitals  and  Consultant  in  Urology  to  A.  I.  du  Pont  Institute 
and  Delaware  State  Hospital,  Farnhurst. 


hospitals  to  maintain  standards  of  accredi- 
tation in  the  face  of  an  intern  shortage  and 
difficulties  in  providing  adequate  teaching 
and  training  programs  to  the  house  staff 
by  the  attending  staff.  The  crisis,  as  it 
faces  the  hospitals  in  Wilmington,  applies 
to  all  of  them.* 

The  crisis  to  which  I have  been  referring 
is,  therefore,  viewed  as  a financial  crisis 
affecting  patient  care,  hospital  administra- 
tion, the  medical  profession,  the  community. 
It  arises  out  of  the  community’s  desire  to 
have  available  for  its  use  the  best  possible 
medical  services.  The  crisis,  therefore,  is 
not  solely  the  affair  of  any  one  hospital. 
It  is  a community  problem  and  its  solution 
demands  a community  approach.  And 
although  this  crisis  may  not  be  unique  to 
Wilmington,  the  proposed  solution  may  be. 

* For  the  purposes  of  this  article,  however,  the  dis- 
cussion will  be  confined  to  the  three  non-sectarian  hospitals, 
since  the  proposal  to  be  presented  apparently  can  only  be  worked 
out  among  these  three.  The  St.  Francis  Hospital  may  possibly 
benefit  from  some  loose  association  within  the  framework  of 
this  proposal  but  such  details  would  have  to  be  worked  out 
later.  The  Riverside  Osteopathic  Hospital  is  also  not  included 
in  this  proposal  for  at  present  association  between  osteopathic' 
and  allopathic  hospitals  and  physicians  is  not  sanctioned  by  the 
American  Medical  Association. 
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Signs  And  Symptoms 

Let  us  examine  the  three  non-sectarian 
hospitals  in  Wilmington  as  if  one  were 
examining  three  patients,  all  showing  similar 
signs  and  symptoms  suggesting  that  they 
all  may  be  suffering  from  the  same  disease. 
An  enumeration  and  description  of  these 
signs  and  symptoms  is  our  first  considera- 
tion. The  three  hospitals  are  of  approxim- 
ately the  same  size  in  terms  of  bed  capacity 
and  physical  plant.  The  slight  variations 
between  them  are  statistically  negligible. 
They  each  provide  general  hospital  services 
for  acute  medical  and  surgical  care,  pedi- 
atric, obstetrical  and  emergency  room  care 
with  appropriate  diagnostic  and  therapeutic 
facilities  for  approximately  three  hundred 
patients  in  each  hospital.  The  hospitals 
are  all  located  in  the  City  of  Wilmington 
and  geographically  are  perhaps  within  a 
mile  of  each  other,  certainly  not  more  than 
ten  minutes’  driving  time  from  each  other 
in  any  direction.  The  type  of  patients 
within  the  hospitals  is  approximately  the 
same.  The  hospitals  all  care  for  a complete 
range  of  medical  conditions  with  an  occas- 
ional specialization  of  services  in  one  over 
the  other.  Essentially  each  one  attempts 
to  provide  a complete  spectrum  of  medical 
services  necessary  to  the  community.  The 
administrative  organization  is  approxim- 
ately identical  in  each  of  the  hospitals. 
Furthermore,  close  analysis  of  the  member- 
ship of  the  Boards  of  Directors  in  the  three 
hospitals  reveals  an  interesting  fact,  which 
is  that  the  persons  themselves  on  the  Boards 
of  Directors  represent  a certain  powerful 
segment  of  the  community,  powerful  in 
terms  of  economic  strength  as  they  repre- 
sent certain  of  the  wealthiest  families  in  the 
City  as  well  as  the  large  industrial  units 
and  banking  interests.  Thus  the  DuPont 
Company,  the  Hercules  Powder  Company, 
Atlas  Powder  Company  and  the  families 
who  are  primarily  responsible  for  these 
companies  are  well  represented  on  all  three 
Hospital  Boards.  There  is  also  a family 
relationship  between  a number  of  persons 
on  the  Boards  of  the  three  non-sectarian 
hospitals. 


This  close  relationship  among  the  Boards 
of  Directors  is  in  a sense  paralleled  by  the 
composition  of  the  medical  staffs  of  the 
three  hospitals.  By  this  I do  not  mean  that 
there  is  actually  a relationship  between  the 
staff  of  one  hospital  and  the  other.  What  I 
do  mean  is  that,  of  the  approximately  three 
hundred  doctors  in  active  practice  in  Wil- 
mington, almost  all  of  the  doctors  who  are 
on  the  staffs  of  one  of  the  three  hospitals 
occupy  active  or  courtesy  positions  on  all 
the  other  hospital  staffs.  The  professional 
status  may  vary  so  that  an  interest  in  one 
hospital  may  be  evident  by  a Chiefship  or 
Directorship  of  a service  and  at  the  same 
time  the  particular  doctor  will  carry  cour- 
tesy or  lesser  privileges  at  another  hospital. 
A review  of  the  staff  lists  with  their  respec- 
tive appointments  shows  that  in  practically 
all  instances  and  with  very  few  exceptions, 
the  membership  of  the  three  hospital  staffs 
is  identical  and  that  the  doctors  actually 
practice  in  all  three  hospitals  as  their  needs 
require  it. 

Duplications  - Administrative 

All  three  hospitals  operate  accredited 
schools  of  nursing;  all  three  hospitals  con- 
duct clinics  for  charity  patients;  all  three 
hospitals  strive  to  maintain  standards  of 
accreditation  as  determined  by  the  Joint 
Commission  on  the  Accreditation  of  Hos- 
pitals. All  three  hospitals  have  intern  and 
residency  training  programs;  all  three  hos- 
pitals have  building  programs  of  one  sort 
or  another;  all  three  hospitals  are  engaged 
continuously  in  fund  raising  and  all  three 
hospitals  have  annual  deficits. 

A more  detailed  examination  of  our  hos- 
pitals reveals  further  striking  similarities  in 
the  problem  and  the  symtomatology.  For 
instance,  the  three  hospitals  have  the  same 
contract  with  Blue  Cross.  This  regulates 
the  Blue  Cross  rates  which  the  hospitals 
accept  in  terms  of  their  contracts,  and  any 
change  in  rates  is  reflected  by  a joint  ac- 
tion of  the  three  hospitals  rather  than  by 
independent  action.  Furthermore,  charges 
for  various  services  at  the  different  hospitals 
are  usually  worked  out  jointly  up  or  down 
so  that  no  appreciable  difference  exists  in 
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room  rates,  x-ray  charges,  laboratory  fees 
or  fees  for  use  of  operating  rooms,  anesthesia 
fees,  fees  for  nursing  service,  salaries  for 
nurses,  salaries  for  interns  and  residents 
and  salaries  for  employees  on  various  levels. 
Each  hospital,  despite  the  fact  that  it  is 
apparently  a distinct,  independent  unit,  is 
confronted  with  the  same  cost  problem 
from  top  to  bottom. 

Duplications  - Professional 

The  Joint  Commission  on  Accreditation 
of  Hospitals  has  set  up  standards  for  the 
government  of  the  medical  staff  in  terms 
of  by-laws,  in  terms  of  committee  structure, 
in  terms  of  standards  of  medical  records, 
in  terms  of  standards  of  medical  perform- 
ance. Therefore  each  hospital,  with  slight 
variations,  has  gradually  taken  on  an  ap- 
pearance in  its  professional  structure,  very 
much  like  the  standard  suggested  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals. This  means  that  all  three  hospitals, 
in  their  efforts  to  maintain  accreditation, 
must  conform  by  and  large  to  the  standards 
set  by  the  Joint  Commission.  With  the 
almost  complete  identity  of  the  medical 
staffs,  this  means  that  the  standards  of 
medical  practice  in  the  three  non-sectarian 
hospitals  are  practically  identical.  What 
we  have  in  Wilmington  are  three  hundred 
doctors  who  circulate  among  the  three 
non-sectarian  hospitals,  occupying  different 
positions  in  the  different  hospitals  but  prac- 
ticing according  to  the  same  standards  in 
all  three.  This  fact  leads  to  other  problems 
which  quickly  become  evident. 

In  caring  for  a patient  and  in  trying  to 
admit  a patient  to  the  hospital,  the  choice  of 
the  patient  and  the  doctor  are  balanced  in 
some  manner  with  the  availability  of  hos- 
pital beds  at  the  time  requested.  If  a bed 
is  not  available  at  a particular  hospital,  the 
doctor  exercises  his  privileges  in  the  other 
hospitals  and  shops  around  until  he  finds 
a bed  sooner,  depending  on  the  urgency  of 
the  clinical  problem.  This  professional 
mobility  and  associated  patient  mobility 
has  led  to  the  necessity  for  each  hospital  to 
provide  duplicate  services  for  the  use  of 
its  professional  staff.  This  in  turn  has  led 


to  rising  costs  of  operation  and  overhead, 
particularly  when  full  utilization  of  a par- 
ticular service  or  piece  of  equipment  cannot 
occur  when  the  professional  staff  and  clinical 
load  for  a specific  service  is  diluted  among 
the  three  hospitals. 

Striking  Examples 

There  are  several  striking  examples  of 
this.  One  has  to  do  with  the  five  thousand 
dollar  cystoscopic  table  which  each  of  the 
hospitals  has  purchased  for  the  use  of  its 
urologists  and  in  no  one  hospital  is  this 
table  receiving  maximum  utilization.  To 
my  knowledge,  certain  special  dermatomes 
for  use  in  skin  grafting  have  been  purchased 
by  each  of  the  hospitals  for  a particular 
surgeon  and  yet  in  each  hospital  the  derma- 
tome is  not  receiving  full  utilization.  Neuro- 
surgical equipment  has  been  purchased  by 
each  hospital  for  the  use  of  the  neurosur- 
geons without,  I am  sure,  full  utilization 
commensurate  with  its  cost.  Now  that  the 
Wilmington  General  Hospital  has  a cobalt 
therapy  machine,  I am  sure  the  pressure 
is  mounting  at  the  Memorial  and  Delaware 
Hospitals  for  the  purchase  of  similar  high 
voltage  x-ray  equipment,  regardless  of 
whether  or  not  the  community  has  a need 
for  three  cobalt  machines.  This  constant 
expansion  of  services,  this  constant  dupli- 
cation of  services,  this  constant  expendi- 
ture and  increase  in  overhead  in  an  effort 
to  have  each  hospital  provide  within  itself 
all  the  services  necessary  for  the  care  of  its 
patients  is  helping  to  drive  the  hospitals  into 
bigger  deficits  and  straining  the  capacity  of 
its  staff.  Other  areas  where  this  problem 
is  evident  have  to  do  with  the  maintenance 
of  clinic  outpatient  services.  Each  hospital 
operates  outpatient  clinics  for  charity  pa- 
tients who  have  been  or  who  may  become 
house  patients,  requiring  space,  nursing  fa- 
cilities, and  staff  participation,  despite  the 
particular  case  load  which  may  exist.  Ex- 
amination of  the  clinic  loads  in  the  three 
non-sectarian  hospitals  reveals  that  certain 
clinics  are  overburdened  in  one  hospital  and 
practically  nil  in  another  one,  but  norm- 
ally and  ostensibly  a clinic  is  maintained, 
a staff  man  is  in  attendance,  time  spent, 
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records  kept,  even  though  the  patient  load 
in  the  particular  clinic  may  be  ridiculously 
small. 

Two  Groups  Involved 

There  are  two  special  groups  of  people 
involved  in  the  crisis  now  confronting  the 
three  non-sectarian  hospitals  in  Wilming- 
ton. One  group  is  the  administrative  staffs 
and  the  other  group  is  the  professional 
medical  staff.  The  administrative  staffs, 
including  the  Boards  of  Directors,  are  faced 
with  rising  costs,  mounting  deficits,  prob- 
lems of  labor,  problems  of  accreditation, 
problems  of  purchasing,  problems  of  house- 
keeping, problems  of  nursing  schools,  such 
mundane  problems  as  laundry,  food  sup- 
ply, cleaning,  depreciation,  maintenance, 
expansion  plans,  and  all  the  manifold  com- 
plexities of  operating  a community  hospital. 
The  professional  staff,  on  the  other  hand, 
has  the  problem  of  caring  for  the  patients, 
seeking  the  best  available  facilities  for  such 
care  as  well  as  demanding  new  facilities 
when  these  become  available  and  desirable. 
The  professional  staff,  in  addition  to  its 
medical  responsibilities  to  the  patient  and 
its  relations  with  the  hospitals,  with  insur- 
ance carriers  and  Blue  Cross,  is  also  con- 
cerned with  its  own  internal  organization 
and  its  self-government  within  the  hospital 
framework.  This  involves  staff  organiza- 
tion, by-laws,  staff  committees,  staff  medi- 
cal education,  education  of  the  house  staff 
and  itself.  It  became  obvious,  several  years 
ago,  that  a staff  meeting  at  each  hospital 
once  a month  was  putting  an  unbearable 
burden  on  the  time  of  the  doctors  in  the 
community  and  a joint  arrangement  was 
worked  out  whereby  each  hospital  would 
hold  only  four  meetings  a year,  thereby 
lightening  the  burden.  However,  each  de- 
partment in  each  hospital  has  its  own  staff 
meeting  at  frequent  intervals,  sometimes  as 
often  as  once  a week,  sometimes  only  once 
a month. 

This  is  in  addition  to  required  committee 
meetings  such  as  Records,  Tissue,  Educa- 
tion, Formulary,  Executive,  House  Staff, 
Program,  Laboratory,  Medical  Research, 
Emergency  Room,  Radiation,  etc.  The 


committee  burden  on  professional  staff 
among  the  three  hospitals,  when  taken  in 
the  framework  of  County  Society  commit- 
tees, Academy  of  Medicine  committees  and 
State  Society  committees  often  spreads  the 
available  time  to  the  thinness  of  an  ineffec- 
tive veneer.  Therefore  when  demands  are 
made  on  the  various  doctors  on  the  attend- 
ing staffs  of  the  three  hospitals  for  time  to 
be  devoted  to  intern  and  resident  training, 
attendance  at  clinics,  time  spent  in  the  op- 
erating room  with  residents,  it  becomes  evi- 
dent that  there  is  not  an  adequate  reservoir 
of  capable,  interested  physicians  to  maintain 
a first-rate  teaching  program  and  first-rate 
clinic  coverage  in  all  three  hospitals.  There 
may  be  enough  to  maintain  a teaching  pro- 
gram in  one  hospital  but  when  the  demands 
are  made  that  each  hospital  maintain  an 
equally  adequate  program,  then  the  re- 
sults fall  far  below  the  desired  goal. 

The  Proposal 

What  exists  in  our  Wilmington  hospitals 
today  can  best  be  described  in  terms  of 
the  corner  grocery,  where  each  small  grocery 
store  carries  a limited  stock,  a little  bit  of 
many  things  but  not  quite  everything,  and 
struggles  to  maintain  by  its  tradition  and 
history  of  service  to  the  neighborhood  an 
adequate  service  as  best  it  can.  But  the 
old  corner  grocery  store  has  been  gradually 
disappearing  in  the  face  of  the  giant  super- 
market, which  by  its  huge  purchasing  po- 
tential, by  its  mass  marketing  methods,  by 
its  better  organization,  is  able  to  provide 
the  customer  with  the  best  and  the  most 
of  everything  usually  at  a cheaper  price  to 
the  consumer. 

From  an  economic  standpoint  and  from 
a professional  standpoint  it  would  seem 
that  the  logical  solution  of  the  common 
problems  of  the  Wilmington  hospitals  is 
their  merger  into  a Wilmington  Delaware 
Memorial  Medical  Center.  This  would 
combine  the  three  non-sectarian  hospitals 
into  a single  operating  unit  with  what  I 
believe  would  be  significant  advantages  to 
the  patients,  to  the  community  and  to  the 
doctors,  and  would  solve  many  of  the  most 
pressing  problems  now  confronting  the 
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medical  community  in  Wilmington.  While 
there  may  be  some  disadvantages  to  such 
a merger,  I believe  the  many  advantages 
far  outweigh  the  few  disadvantages.  I will 
deal  first  with  the  objections  that  might  be 
anticipated  and  then  with  the  advantages, 
as  they  appear  to  me  and  as  they  would 
function  to  resolve  the  crisis  confronting 
the  hospitals  and  the  doctors  today. 

Possible  Objections  To  Merger 

In  any  proposal,  changing  the  status  quo 
and  particularly  a merger  such  as  I am  sug- 
gesting in  this  presentation,  certain  people 
on  professional  and  administrative  levels 
would  find  or  seem  to  feel  on  first  reaction 
that  this  medical  center  would  work  to 
their  respective  disadvantages.  Members  of 
the  Boards  of  Directors  might  feel  that 
they  would  lose  some  of  their  status  in  a 
merged  Board.  Certainly  the  individual 
hospital  administrators  might  wonder  what 
would  happen  to  them,  since  it  is  obvious 
that  three  hospital  administrators  would 
not  function  as  a troika  but  that  one  would 
be  the  top  man.  In  the  various  professional 
departments  the  directors  of  surgery,  an- 
esthesia, x-ray,  laboratory,  etc.,  might  also 
feel  that  merger  offers  a threat  to  their 
seniority  and  standing. 

The  three  schools  of  nursing,  when 
merged,  would  confront  the  various  directors 
of  nursing  and  other  personnel  with 
thoughts  about  their  status  and  might  sug- 
gest at  first  that  such  a merger  would  be 
to  their  personal  detriment.  This  norm- 
ally subjective  point  of  view  would  in  all 
probability  create  some  of  the  same  type 
of  resistance  as  was  and  has  been  evident 
in  the  efforts  of  the  Federal  Government  to 
amalgamate  the  various  Armed  Services 
into  a single  unified  service.  In  addition 
to  this  very  real  problem  which,  I believe, 
can  be  resolved,  and  which  I submit  is  not 
a valid  objection  on  the  merits,  the  idea 
of  a merger  is  further  complicated  by  an 
intangible  quality  of  loyalty  and  interest 
in  a particular  hospital,  generated  and  nur- 
tured over  many  years  of  association  by  lay 
people  in  the  community  as  well  as  by  pro- 
fessional personnel  who  have  dedicated  most 


of  their  time  to  the  service  of  one  institu- 
tion to  the  relative  exclusion  of  the  others. 
Some  initial  trauma  to  this  loyalty  would 
be  inevitable  in  a merger  of  the  three  hos- 
pitals. 

Another  possible  objection  would  be  the 
elimination  of  what  has  been  described  as 
competition  among  the  three  non-sectarian 
hospitals.  It  has  been  expressed  by  some 
that  this  competition  is  a healthy  thing  in 
the  community  and  that  by  merging  the 
three  hospitals  the  elimination  of  this  com- 
petition would  stagnate  the  medical  com- 
munity. To  this  I can  only  say  that  the 
inter-hospital  competition,  where  it  has  ex- 
isted, has  been  partly  responsible  for  the 
present  crisis  and  that  our  primary  competi- 
tive objective  should  be  to  provide  medical 
services  to  the  community  equal  to  or 
better  than  medical  service^  which  may  be 
available  in  neighboring  cities. 

Large  Centers  Provide  The  Best 

Only  by  a cooperative  effort  in  a medical 
center  can  the  best  medical  care  be  pro- 
vided to  the  community  on  a level  nearing 
that  which  is  available  in  the  large  medical 
centers  of  Philadelphia,  Baltimore,  New 
York  and  Washington.  Throughout  the 
country,  with  rare  and  conspicuous  excep- 
tion, the  best  medical  care  is  provided  in 
the  large  centers  rather  than  in  small  hos- 
pitals. Bigness  is  not  of  itself  detrimental. 
More  and  more  medical  care  is  becoming 
a cooperative  effort,  cooperative  between 
doctor  and  hospital,  between  doctor  and 
doctor.  Competition  between  three  small 
hospitals  can  only  result  in  wasteful  effort. 
Furthermore,  the  doctors  cannot  compete 
with  themselves.  The  true  competitive 
position  of  a large  medical  center  as  is  en- 
visaged in  this  presentation  would  be  vastly 
enhanced  in  terms  of  the  relationship  of 
medical  care  available  to  the  citizens  of 
Wilmington  and  Northern  Delaware  as 
against  medical  care  available  in  nearby 
cities.  Furthermore,  although  the  St. 
Francis  Hospital,  by  its  very  nature,  is  not 
wholly  amenable  to  amalgamation  in  such 
a medical  center,  it  would  probably  benefit 
from  some  association  with  a medical  cen- 
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ter  in  Wilmington;  at  the  same  time  it  would 
serve  as  an  out-side  conscience  to  any 
grandiose  pretentions  which  a medical  cen- 
ter might  develop  were  it  allowed  to  exist 
by  itself. 

Loyalties  Are  Not  Divided 

The  matter  of  loyalties  and  the  loss  of 
status  which  certain  persons  might  feel 
would  result  from  such  a merger  into  a 
medical  center,  seems  to  me  an  exaggerated 
problem  which  careful  planning  and  prep- 
aration should  largely  eliminate.  Among 
the  professional  staff,  as  was  pointed  out 
earlier,  most  of  the  doctors  are  on  all  the 
hospital  staffs  so  a matter  of  loyalty  to  any 
one  hospital  represents  perhaps  an  incon- 
sequential reason  for  sending  patients  to 
one  place  rather  than  another.  As  far  as 
the  loyalties  of  the  community  at  large  are 
concerned,  most  doctors  know  and  most 
hospital  statistics  will  show  that  patients 
will  go  almost  anywhere  the  doctor  suggests. 
Patients  are  transferred  back  and  forth  de- 
pending on  bed  needs  and  available  facili- 
ties for  particular  use.  As  far  as  the  loyal- 
ties of  the  Boards  of  Directors  of  the  three 
hospitals  are  concerned,  it  was  pointed  out 
previously  that  the  personnel  and  makeup 
of  these  Boards  represents  in  essence  a very 
closely-knit  group  of  people  joined  by  fi- 
nancial, occupational  and  family  ties.  The 
loyalties  indicated  by  their  associations  on 
one  board  and  not  another  are  probably 
more  matters  of  election  and  convenience 
than  deep-seated  exclusive  loyalties  en- 
gendered by  anything  more  than  accident 
of  association. 

Without  naming  names  or  tracing  family 
relationships,  the  simple  scanning  of  the 
names  and  their  positions  in  community 
affairs  will  reveal  how  closely  related  the 
several  Boards  of  Directors  actually  are. 
The  loss  of  status  which  might  be  threatened 
by  a merger  into  a medical  center  could  be 
largely  resolved,  and  there  may  be  a few 
exceptions,  by  a system  of  rotating  author- 
ity, assignment  of  professional  privileges 
and  job  classification  with  assignment  to 
duties,  commensurate  with  present  status 
so  that  in  the  larger  organization  of  a 


medical  center,  everyone  now  functioning 
in  top  or  near  top  positions  would  continue 
to  occupy  them  with  equal  responsibility 
and  equal  financial  reward,  with  the  added 
satisfaction  of  greater  or  better  service 
There  may  be  other  objections  of  which  I 
am  not  aware  and  these  would  be  a basis 
for  further  discussion  of  this  problem  before 
any  effective  action  in  the  direction  of  a 
merger  or  the  formation  of  a medical  center 
could  be  carried  out.  Certainly  the  best 
basis  for  a successful  merger  lies  in  the 
informed  consent  and  approval  of  both  the 
medical  and  administrative  staffs  of  the 
three  hospitals  concerned. 

Advantages  Of  Merger 

The  advantages  of  a merger  of  the  three 
hospitals  into  a medical  center  are  so  num- 
erous and  so  overpowering  that  it  is  difficult 
to  know  where  to  commence  their  enumer- 
ation. They  can  be  roughly  divided  into 
advantages  to  the  professional  staff  and  to 
administration  and  to  the  community. 

To  the  medical  staff  it  would  mean  that 
there  would  be  one  medical  staff  instead 
of  three  with  one  set  of  by-laws  instead  of 
three,  with  one  set  of  committees  instead 
of  three,  with  one  way  of  doing  things  in 
the  center  instead  of  three  ways  of  doing 
things  as  the  doctors  circulate  across  the 
town.  The  chart  records  for  the  doctors 
and  nurses  would  be  uniform.  The  pro- 
cedures would  be  uniform.  The  personnel 
and  personnel  practices  would  be  uniform. 
The  doctors  would  certainly,  in  such  a 
merger,  arrange  for  all  the  general  surgery  to 
be  done  at  one  unit  and  all  the  urology 
located  in  another  place,  the  obstetrics 
would  be  centralized,  the  pediatrics  would 
be  centralized  and  the  medical  cases  would 
be  located  at  one  place.  The  distribution 
of  different  types  of  medical  problems  would 
be  centralized,  each  to  its  own  place  so  that 
medical  care  in  the  best  and  fullest  degree 
could  be  afforded  to  the  larger  number  of 
patients  available  under  a medical  center 
program. 

What  is  envisaged  is  no  present  change 
in  the  physical  plants  as  they  now  exist  but 
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merely  their  designation  as  units  1,  2 and 
3 of  a medical  center.  In  unit  1 would  be 
located  certain  of  the  services,  in  unit  2 
other  services  and  in  unit  3 the  remaining 
services.  Because  of  the  geographical  pro- 
pinquity of  the  three  units  it  would  be  very 
simple  to  transfer  patients  from  one  unit 
to  another  by  means  of  ambulances  for  the 
specific  service  required  in  the  other  unit. 
This  would  be  much  simpler  than  triplicat- 
ing all  the  services  with  the  additional  cost 
to  each  hospital  for  maintaining  such  serv- 
ices. 

Better  Educational  Programs 

Such  arrangements  of  patient  grouping 
in  a medical  center  would  immediately  open 
the  way  for  a better  educational  program 
and  more  complete  utilization  of  the  pro- 
fessional staff  in  such  a program.  One 
large  internship  and  residency  program, 
possible  affiliated  with  a university  in  Phila- 
delphia, should  prove  more  attractive  to 
American  medical  graduates  and  improve 
the  house  staff  procurement  potential.  There 
would  be  one  director  of  medical  education 
instead  of  three;  there  would  be  one  intern- 
ship and  residency  training  program  for  the 
center  rather  than  three.  The  number  of 
patients  available  in  different  areas  for 
training  purposes,  for  clinic  services,  would 
be  substantially  increased  and  consequently 
would  be  more  productive  in  terms  of  edu- 
cational results.  Certainly  the  derma- 
tologist who  has  a clinic  at  each  of  the 
three  hospitals  for  various  months  of  the 
year  would  be  much  happier  conducting  one 
central  dermatologic  clinic  for  the  center 
with  a consolidated  patient  load  than  he 
would  be  conducting  three  small  clinics 
which  trebles  his  time  committments  with- 
out proportionately  greater  clinical  de- 
mands.. This  applies  to  many  other  of  the 
clinic  specialties  now  being  offered  in  small 
quantities  by  each  of  the  three  hospitals. 

What  this  would  also  mean  to  the  doctor 
in  terms  of  valuable  time  saved  from  com- 
mittee meetings,  staff  meetings,  depart- 
mental meetings,  is  most  important  and 
would  certainly  be  a much  more  effective 
utilization  of  professional  time  in  a medical 


center  than  diluted  as  it  is  now  among  the 
three  hospitals.  Furthermore,  the  doctor 
who  now  shops  for  beds  in  the  various  hos- 
pitals faced  with  delays  because  surgical 
beds  are  tied  up  in  one  hospital  or  pediatric 
beds  are  tied  up  in  another,  would  in  a 
medical  center  setup  know  that  all  the  avail- 
ble  beds  were  being  utilized  to  their  fullest 
and  if  a shortage  of  beds  exists  he  would 
have  only  one  authority  to  consult  in  an 
effort  to  increase  bed  capacity  where  needs 
arise. 

A medical  center  with  a unified  profes- 
sional staff  would  also  be  in  a better  posi- 
tion to  police  its  own  activities  through  its 
by-laws,  through  its  disciplinary  committee, 
since  privileges  would  be  more  important  to 
the  individual  doctor  than  under  the  pres- 
ent setup  where  one  doctor  or  another,  for 
personal  reasons,  for  reasons  valid  or  other- 
wise, may  switch  his  associations  from  one 
place  to  another  if  he  feels  that  he  is  being 
slighted  or  unfairly  treated.  The  self-dis- 
cipline of  the  doctors  would  he  more  effec- 
tive in  a medical  center. 

Manifold  Advantages 

The  advantages  to  the  administration 
are  manifold  also  and  would  seem  almost 
too  obvious  to  enumerate.  However,  for 
the  sake  of  completeness,  some  mention 
must  be  made  of  the  advantages.  From  an 
economic  point  of  view  one  medical  center 
would  mean  one  standard  of  administrative 
practice.  This  includes  one  purchasing  di- 
vision, three  times  the  size  of  what  is  now 
purchasing  potential  of  any  one  hospital.  It 
would  mean  one  laundry  facility  and  one 
maintenance  facility  for  the  center.  It 
would  mean  a reduction  of  duplicate  pro- 
fessional services  in  terms  of  laboratory, 
x-ray,  anesthesia  and  other  diagnostic  and 
therapeutic  facilities  for  the  center. 

Still  further  advantages  to  the  adminis- 
tration might  be  mentioned  in  terms  of  a 
central  admitting  office,  which  would  have 
instant  figures  available  to  the  physician  as 
well  as  to  the  administration  on  the  avail- 
able bed  capacity  at  any  given  moment 
throughout  the  City.  Central  records  were 
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already  mentioned;  a central  business  office 
for  financial  control  of  the  payments  to  the 
hospital  with  central  credit  control  would 
be  a more  efficient  arrangement.  With  a 
medical  center  with  one  Board  of  Directors, 
we  would  have  one  strong  bargaining  unit 
with  Blue  Cross  and  one  medical  bargaining 
unit  in  terms  of  its  relationship  with  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals or  with  the  Levy  Court  or  with  the 
State  Legislature.  The  statistical  data 
provided  by  a medical  center  would  be  more 
economic  and  more  efficient  and  more  pro- 
ductive of  knowledge  and  improve  the  care 
of  the  patients  since  the  use  of  data  pro- 
cessing equipment  would  be  feasible  in  a 
large  medical  center  where  it  is  not  in  a 
small  community  hospital. 

Some  Duplication  Necessary 

This  does  not  mean  that  all  facilities  will 
be  centralized  or  that  no  facilities  will  re- 
quire duplication,  since  in  the  very  nature 
of  hospital  practice,  it  is  necessary  to  have 
some  laboratory  facilities  in  different  units 
and  an  operating  room  available  in  each 
unit  and  certain  x-ray  facilities  also  dupli- 
cated. However,  by  and  large,  there  will 
be  no  immediate  need  for  three  cobalt 
machines.  There  will  be  no  need  for  four 
Young  Cystoscopic  tables.  There  will  be 
no  need  for  three  complete  sets  of  urologic 
cystoscopes.  There  will  be  no  need  for 
expensive  electroencephalographic  equip- 
ment in  each  hospital.  There  will  be  no 
need  for  duplicating  gastroscopes  or  dupli- 
cate instruments  for  otologic  surgery  or  for 
neurosurgery  or  for  skin  grafting  equip- 
ment and  a host  of  other  expensive  instru- 
ments which  are  now  in  triplicate  through- 
out the  community.  The  savings  inherent 
in  this  merger  should  be  immediately  ob- 
vious. 

One  Large  Nursing  School 

The  nursing  schools  would  be  consoli- 
dated into  one  large  nursing  school  with  the 
resultant  augmentation  of  facilities  and  in- 
crease in  the  size  of  classes  to  a more  ef- 
ficient level  with  improvement  in  the  num- 
ber and  the  quality  of  teaching  facilities, 
both  in  personnel  and  equipment.  The 


hospital  record  rooms  will  be  consolidated 
so  that  a patient  in  the  center  will  have 
one  clinical  record  rather  than  a clinical 
record  scattered  among  the  three  hospitals, 
no  one  of  which  may  be  complete  and  with- 
out which  completion  the  medical  care  may 
sometimes  be  faulty  because  of  a lack  of 
recorded  continuity. 

The  concentration  of  services  possible 
under  a medical  center  organization  would 
be  more  efficient  and  less  expensive  to  the 
hospitals  and  to  the  community.  Improve- 
ments in  medical  services  in  a medical 
center  would  be  more  effectively  executed. 
Emergency  room  care  would  certainly  be 
centralized  to  one  unit  of  the  center,  since 
as  has  been  pointed  out  before,  the  geo- 
graphical relation  of  the  three  hospitals 
now  lends  itself  to  the  designation  of  one 
place  for  emergency  services  just  as  another 
may  be  designated  for  general  surgery  and 
a third  for  obstetrics.  Private  patients 
and  service  patients  can  also  be  grouped, 
depending  on  the  best  judgment  of  the 
qualified  people  who  will  determine  how 
these  facilities  are  to  be  used.  The  pro- 
fessional staff  would  certainly  be  more 
efficiently  used  under  this  arrangement  with 
less  physical  wear  and  tear  as  is  now  neces- 
sary in  the  daily  shuttling  back  and  forth 
from  one  hospital  to  another. 

Community  Advantages 

Planning  for  future  hospital  growth  in 
the  community,  for  future  expansion,  for 
building  programs,  for  development  in  areas 
of  research,  and  other  fields  where  expansion 
will  become  desirable,  can  be  coordinated 
and  most  efficiently  planned  from  one  medi- 
cal center  rather  than  anarchistically  de- 
veloped with  less  regard  to  overall  com- 
munity needs.  Thus  the  proposed  Delaware 
Hospital  expansion  program  involving  over 
fifteen  million  dollars  and  the  recent  ex- 
pansions of  the  Memorial  and  Wilmington 
General  Hospitals  would  have  been  better 
executed  had  they  been  carried  out  as  a 
part  of  a medical  center.  The  community 
would  receive  much  more  for  its  dollar  had 
a medical  center  been  in  operation  before 
these  buildings  programs  were  instituted. 
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Certainly  a medical  center  in  terms  of  the 
possibility  of  a medical  school  for  the  Uni- 
versity of  Delaware  would  be  a more  effec- 
tive institution  and  in  a stronger  position 
to  function  than  three  small  independent 
community  hospitals.  In  planning  a medical 
center,  furthermore,  the  needs  of  the  entire 
community  including  Northern  Delaware 
could  be  better  served.  Additional  facilities 
under  the  auspices  of  the  center  could  be 
planned  as  the  need  arises  with  efficiency 
and  minimum  waste. 

Preliminary  Steps 

A step  in  this  direction  has  already  been 
taken  by  the  formation  of  a Board  of  Review 
as  announced  in  the  Wilmington  news- 
papers August  22,  where  the  three  non-sec- 
tarian hospitals  sponsored  this  organization 
for  the  purpose  of  reviewing  expansion 
plans  of  the  individual  hospitals  involved  in 
the  light  of  the  needs  of  the  community  and 
the  facilities  already  existing  in  other  hos- 
pitals. The  Board  will  be  free,  according 
to  the  newspaper,  to  investigate  any  other 
phases  of  hospital  management.  This  will 
include  such  matters  as  the  training  of 
nurses,  graduate  education  of  physicians, 
duplication  of  hospital  facilities  and 
methods  of  meeting  the  cost  of  charity 
services.  It  can  be  seen  from  this  news- 
paper report  that  some  thought  along  the 
lines  indicated  by  this  presentation  have 
already  entered  the  minds  of  the  Boards  of 
Directors  of  the  three  hospitals.  The  idea 
of  a Board  of  Review  has  opened  the  door 
to  the  concept  of  merger.  Even  though  its 
capacity  is  only  advisory  it  offers  the  pos- 
sibiliy  of  directing  the  three  hospitals  grad- 
ually toward  a course  leading  to  merger.  It 
should  be  clear,  however,  that  the  basic 
solution  to  the  crisis  now  confronting  the 
hospitals  in  Wilmington  cannot  be  solved 
by  a Board  of  Review  alone.  A more  com- 
piste  and  total  approach  to  the  problem 
must  be  taken. 

Conclusion 

I would  propose,  therefore,  that  the  medi- 
cal staffs  of  the  three  non-sectarian  hospitals 
in  Wilmington  meet,  either  separately  or 
jointly,  to  discuss  this  proposal  and  that  if, 


after  due  consideration,  they  decide  that 
such  a merger  into  a medical  center  is  in 
their  best  interests  and  would  offer  the  best 
medical  care  for  the  citizens  of  Wilmington, 
that  the  medical  staffs  recommend  to  their 
respective  Boards  of  Directors  the  advisa- 
bility of  such  a merger  and  urge  their 
favorable  consideration. 

Under  such  a merger  all  the  doctors  now 
on  the  medical  staffs  of  the  three  hospitals 
should  be  guaranteed  active  membership  in 
the  medical  center.  In  such  a medical  cen- 
ter the  doctors  would  have  to  be  qualified 
to  practice  medicine  in  the  State  of  Dela- 
ware and  members  in  good  standing  in  the 
New  Castle  County  Medical  Society.  The 
medical  center,  through  its  Credentials 
Committee,  would  be  responsible  for  the 
privileges  accorded  the  doctors  on  its  staff 
but  because  of  the  size  of  the  medical  cen- 
ter and  because  of  its  possible  monopolistic 
and  exclusive  character,  no  doctor  should 
be  excluded  from  the  staff  of  the  medical 
center  without  demonstrable  good  cause 
or  without  an  open  hearing. 

In  my  opinion  the  potential  for  good  to 
the  medical  profession  and  to  the  com- 
munity both  in  the  quality  of  medical  care 
and  in  the  savings  inherent  in  a medical 
center  far  outweigh  the  possible  objections 
which  may  be  raised  against  it.  A medical 
center  formed  by  the  merger  of  the  three 
non-sectarian  hospitals  in  Wilmington  of- 
feres  the  best  solution  to  all  of  the  problems 
now  besetting  the  three  non-sectarian  hos- 
pitals in  Wilmington.  Exploratory  steps  in 
this  direction  have  already  been  taken  and 
there  is  a climate  of  opinion  receptive  to 
this  idea. 

It  now  remains  for  the  medical  com- 
munity to  take  an  active  interest  in  develop- 
ing this  idea  and  for  the  Boards  of  Directors 
of  the  three  hospitals  to  take  a fresh  look 
at  the  situation  as  it  now  exists  and  be 
willing  to  examine  a new  proposal  objec- 
tively and  with  farsighted  vision.  A solu- 
tion to  the  crisis  now  confronting  the  hos- 
pitals does  not  seem  evident  under  the 
present  organizational  setup.  The  situation 
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calls  for  curative,  not  palliative  surgery. 
It  would  seem  that  the  Boards  of  Directors, 
as  astute  and  community  minded  business 
men  looking  at  the  economic  problems  con- 
fronting the  three  hospitals,  would  immedi- 
ately seize  upon  the  idea  of  a merger  into 
a medical  center  as  a logical  solution  to  the 
current  crisis.  If  the  impetus  in  this  direc- 
tion comes  from  the  medical  profession  itself 


I would  not  anticipate  that  real  or  valid 
obstacles  would  be  raised  by  the  Boards  of 
Directors.  I submit,  therefore,  as  a modest 
proposal  for  solving  the  problems  now  con- 
fronting the  hospitals  and  the  medical  pro- 
fession in  New  Castle  that  the  three  non- 
sectarian hospitals  merge  into  a medical 
center  for  the  more  efficient  and  effective 
care  of  patients  in  New  Castle  County. 


CURRICULUM 

FOR  DELAWARE  TWO-WAY  RADIO  MEDICAL  CONFERENCES 

November,  1961  Schedule 
TOPIC  AND  FACULTY 

October  31  “Food  Allergies,  First  Year  of  Life/'  George  Blumstein,  M.D., 

Associate  Professor  of  Medicine,  Temple  University 
School  of  Medicine 

November  7 “Lipemia  and  Arterial  Disease.”  Peter  T.  Kuo,  M.D.,  Asso- 

cia  Professor  of  Medicine,  School  of  Medicine  of  the 
University  of  Pennsylvania. 

November  14  “Inborn  Errors  of  Metabolism.”  George  D.  Ludwig,  M.D., 

Assistant  Professor  Medicine,  Hospital  of  University  of 
Pennsylvania 

November  28  “Use  and  Abuse  of  Digitalis.”  Louis  R.  Dinon,  M.D.,  Assisant 

Instructor  of  Medicine,  University  of  Pennsylvania 
School  of  Medicine 
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DISCUSSION 

of  Dr.  Cannon’s  Article 

Lewis  B.  Flinn,  M.D. 


Dr  Cannon’s  analysis  of  the  present 
crisis  facing  the  hospitals  in  Wilmington  is 
well  presented,  carefully  thought  out,  and 
deserves  serious  consideration.  I question 
the  sub-title  A Modest  Proposal.  To  put 
in  effect  this  proposal  in  its  entirety  would 
be  Herculean  rather  than  modest.  However, 
it  has  great  merit  and  the  objectives  are 
sound.  Even  if  agreement  could  be  reached 
into  the  near  future,  I am  sure  that  Dr.  Can- 
non agrees  that  implementation  must  be 
done  in  stages.  Consolidation  of  the  nurs- 
ing schools  is  already  under  serious  and 
urgent  consideration. 

I cannot  agree  with  Dr.  Cannon,  however, 
that  this  crisis  is  mainly  and  primarily  a 
financial  crisis.  There  is,  indeed,  a financial 
crisis  not  to  be  minimized  as  he  so  ably 
explains,  but  still  more  important — there 
is  a medical  educational  crisis!  What  profit 
is  there  in  consolidating  hospital  service, 
reducing  costs,  developing  more  efficient 
hospital  business  administration  if  the 
quality  of  the  patient  care  suffers?  For 
deteriorate  it  will  unless  patient  care  is 
made  our  primary  purpose.  The  key  to 
progressive  improvement  in  patient  care 
and  the  calibre  of  medical  practice  in  the 
several  hospitals  and  in  the  community  is 
effective  and  progressive  medical  education 
of  house  staff  and  visiting  staff.  Improved 
facilities  are  important,  but  we  cannot  wait 
for  them.  Candidates  for  hospital  house 
staff  are  vitally  interested  in  the  educational 


Dr.  Flinn  is  Director  of  the  Department  of  Medicine,  Delaware 
Hospital,  Wilmington. 


opportunities  that  are  provided.  Medical 
school  teaching  has  trained  them  to  believe 
that  post-graduate  education  is  desirable, 
necessary  and  to  be  expected.  Unfortun- 
ately, all  too  few  practicing  physicians  are 
interested  in  this  vital  educational  program. 
Others  are  very  much  interested  and  en- 
thusiastic but  are  not  equipped  to  under- 
take teaching  assignments  themselves.  This 
state  of  affairs  results  in  a possible  faculty 
of  comparatively  few  individuals.  It  is  im- 
perative, however,  that  these  few  be  used 
to  the  best  advantage  for  the  benefit  of 
the  three  hospitals  concerned  and  for  the 
community.  It  cannot  be  emphasized  too 
strongly  that  such  a faculty  properly  or- 
ganized and  given  proper  encouragement 
and  adequate  facilities  is  essential  to  con- 
tinuing growth  and  stimulation  of  our  prac- 
ticing physicians  even  if  it  should  unfor- 
tunately happen  that  we  should  have  no 
house  staff.  The  various  advantages  in 
consolidation  in  other  areas  of  hospital  ac- 
tivity, as  Dr.  Cannon  points  out,  are  gener- 
ally desirable,  and  if  carried  out  would 
augment  and  facilitate  this  education  ex- 
pansion. However,  the  educational  re-or- 
ganization can  be  started  at  once  if  the 
professional  staff  will  accept  the  idea  and 
then  agree  to  negotiate,  and  if  the  staffs 
and  Boards  of  Trustees  understand  that 
such  re-organization  will  require  additional 
funds. 

A few  statistics  may  serve  to  pinpoint 
the  problem.  The  figures  given  are  very 
approximate,  but  even  if  there  is  some  error 
the  situation  is,  I think,  made  very  clear. 
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Table  I indicates  the  number  of  discharges 
for  the  year  1960  on  the  four  major  services 
in  the  three  hospitals.  The  number  at  the 
Delaware  Hospital  is  somewhat  greater  in 
medicine  and  surgery  and  in  non-surgical 
pediatrics  and  especially  in  certain  surgical 
sub-specialties,  but  in  general  the  totals 
are  remarkably  similar.  Table  II,  however, 
very  strikingly  indicates  the  tremendous 
differences  in  the  number  of  service  cases. 
The  very  great  preponderance  of  clinic 
patients  at  the  Delaware  Hospital  becomes 
evident  and  if  the  figures  were  broken  down 
further  the  large  number  of  specialty  clinics 


involved  would  be  demonstrated.  Emer- 
gency room  service  is  also  very  unequal. 
Table  III  points  up  the  fact  that  those  quali- 
fied to  take  an  active  part  in  teaching  are 
comparatively  few  and  these  few  are  now 
spread  so  widely  and  overlap  so  extensively 
on  two  or  more  hospital  staffs  that  their 
teaching  effectiveness  is  jeopardized  and 
their  strength  and  enthusiasm  are  waning. 
It  seems  imperative,  therefore,  that  repre- 
sentatives of  the  professional  staff  of  each 
hospital  should  confer  in  the  immediate 
future  to  make  every  effort  to  solve  this 
dilemma. 


Table  I 


IN  PATIENTS  — 1960 


Delaware 

Memorial 

Wilm.  Gen 

Medicine 

2578 

2173 

Surgery 

Gen. 

1903 

Gyn. 

1719 

Gyn. 

849 

Neuro. 

404 

Other 

1874 

Other 

3984 

6000 

4833 

Med.  & Surgery 

8578 

6653 

7006 

Obstetrics 

2649 

2398 

2377 

Pediatrics 

All  children 

2070 

2002 

9 

Non-surgical 

911 

? 

366 

Table 
OUT  PATIENTS 

Clinic  Visits  — 1960 

II 

— 1960 

Emergency  Dept.  Visits 

— 1960 

Delaware  Hospital 

29,934 

Delaware  Hospital 

25,793 

Memorial  Hospital 

16,150 

Memorial  Hospital 

15,340 

Wilmington  General  Hospital 

9,076 

Wilmington  General  Hospital  17,540 

NUAABER  OF 

Delaware  Hospital 

SERVICE  BEDS  FOR  IN-PATIENTS  — 1960 

Medicine  Surgery  Ob-Gyn 

18  34  13 

Pediatrics 

42 

Memorial  Hospital 

12 

12  12* 

12 

Wilmington  General  Hospital 

4 

4 4 

4 

Gyn  service  beds  are  combined  with  surgery  service  beds. 

Note — All  hospitals  stated  that  the  number  of  patients  admitted  will  exceed 

the  numbe 

of  “ alloted ” service  beds. 
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Table  III 

ACTIVE  STAFF  MEMBERS 


Home  Hospitals 

Internal  Medicine  Delaware  Memorial  Wilm.  Gen.  Other 


Delaware  Hospital 

41  Internists 

32 

9 

0 

Memorial  Hospital 

24  Internists 

11 

13 

0 

Wilmington  General 

17  Internists 

11 

4 

1 

1 

Surgery 

Delaware  Hospital 

19 

15 

1 

2 

1 

Memorial  Hospital 

15 

4 

9 

2 

Wilmington  General 

19 

10 

6 

2 

1 

Obstetrics  and  Gynecology 

Delaware  Hospital 

20 

16 

1 

3 

Memorial  Hospital 

9 

4 

4 

1 

Wilmington  General 

15 

5 

0 

10 

Pediatrics 

Delaware  Hospital 

22 

19 

1 

2 

Memorial  Hospital 

9 

8 

1 

0 

Wilmington  General 

10 

8 

0 

2 

FELLOWSHIPS  EXTENDED 

Foreign  Fellowships  for  medical  students,  sponsored  by  Smith  Kline 
and  French  Laboratories,  have  been  extended  through  1963.  The 
unique  program,  which  offers  future  American  physicians  an  oppor- 
tunity for  medical  study  in  underdeveloped  areas  of  the  world,  is 
again  being  offered  to  junior  and  senior  students  in  US  medical 
schools.  Write  to:  Dr.  Ward  Darley,  Executive  Director  of  the 
Association,  2530  Ridge  Avenue,  Evanston,  111. 
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UNILATERAL  MEMBRANOUS  CONJUNCTIVITIS 
IN  INFECTIOUS  MONONUCLEOSIS 


• The  oculoglandular  complex  has  been  de- 
scribed with  several  infectious  diseases  par- 
ticularly tularemia  and  cat  scratch  disease. 
Apparently  from  this  case  and  a similar  case 
reported  in  the  Norweigian  literature,  it  can 
be  a rare  manifestation  of  infectious  mono- 
nucleosis. 


Williford  Eppes,  M.D. 


We  have  recently  had  occasion  to  treat 
a patient  for  severe  unilateral  membranous 
conjunctivitis  associated  with  all  usual 
clinical  features  of  infectious  mononucleosis. 
A review  of  the  American  literature  on  this 
subject  failed  to  reveal  similar  cases.  Con- 
junctival injection  and  edema  is  a usual 
sign  in  infectious  mononucleosis  and  certain 
types  of  true  conjunctivitis  are  frequently 
described.  The  description  of  a unilateral, 
dry,  granular  conjunctivitis  in  8 to  9%  of 
causes  by  Guthrie  and  Pessel1  is  most  often 
quoted  in  American  review  articles  on  this 
subject.23  Descriptions  of  follicular  conjunc- 
tivitis in  infectious  mononucleosis  have 
usually  come  from  other  countries.4’5’6-7-8’9 
Falkenberg10  in  Norway  carefully  described 
a case  of  unilateral  membranous  conjunc- 
tivitis at  first  mistaken  for  diphtheria  but 
later  proved  due  to  infectious  monoucle- 
osis.  This  case  closely  resembles  that  of 
Falkenburg.  The  apparent  rarity  of  this 
striking  picture  prompted  publication  of 
this  case  report. 

Case  History 

The  patient,  a 31  year  old  man,  first 
noticed  an  enlarging  tender  node  in  front 
of  the  right  ear  on  March  30,  1956.  The 

Dr.  Eppes  is  certified  by  the  American  Board  of  Internal  Medi- 
cine and  is  in  private  practice  in  Newark,  Delaware. 
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right  eye  became  inflamed  and  itched  as 
the  node  enlarged.  During  the  following 
week,  the  lymph  nodes  in  the  right  side  of 
the  neck  enlarged.  A scratchy  throat,  fever- 
ishness, headache,  and  fatigue  were  also 
noted.  Penicillin  was  given  with  little 
effect.  Hospitalization  was  advised  on 
April  11,  1956,  because  of  increasing  right 
conjunctivitis,  generalized  lymphodeno- 
pathy,  fever,  and  malaise. 

There  was  no  history  of  exposure  to  con- 
junctivitis or  other  infectious  diseases. 
There  had  been  no  contact  with  wild  rab- 
bits or  ticks.  The  patient’s  wife,  children, 
and  house  cat  were  well. 

Physical  examination  on  the  13th  day 
of  illness  revealed  a temperature  of  99.6 
Fahrenheit,  normal  pulse  and  blood  pres- 
sure. He  did  not  appear  severely  ill.  The 
lids  of  the  right  eye  were  swollen.  There 
was  diffuse  reddening  of  the  bulbar  con- 
junctiva but  little  exudate.  The  palpebral 
conjunctiva  of  the  lower  lid  was  markedly 
edematous  and  pink  in  color  without  granu- 
larity. The  cornea,  iris  ,and  fundus  were 
normal.  The  left  eye  was  normal  and  ex- 
amination of  the  ears,  nose,  and  throat 
revealed  no  abnormalities.  There  was  a firm, 
tender,  pre-auricular  node  on  the  right 
about  3 cm.  in  diameter  and  producing 
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visable  distortion  of  the  face.  Many  almond- 
sized nodes  were  palpable  in  the  right  pos- 
terior cervical  chain.  Pea-sized  nodes  were 
felt  in  the  left  side  of  the  neck  and  in  both 
axillae.  The  remainder  of  the  physical 
examination  was  normal. 

The  conjunctivitis  progressed  and  became 
hemorrhagic  (Figure  1).  There  was  no 
spread  to  the  opposite  eye  By  the  8th 
hospital  day  a membrane  appeared  in  the 
right  lower  fornex.  This  progressed  to  a 
dense  white  adherent  membrane  which 
remained  about  one  week  then  became 
loose  and  was  removed  for  microscopic 
study.  At  this  time  the  spleen  be- 
came palpable  and  temperature  which  had 
ranged  from  99  to  102°  daily  subsided. 

Laboratory  examinations  showed  a nor- 


mal urine  and  normal  values  of  hemoglobin 
and  hematocrit.  Chest  x-ray  was  normal. 
Table  No.  1 lists  repeated  laboratory  re- 
sults according  to  date. 

In  addition  to  the  above,  liver  function 
studies  showed  4+  cephalin  flocculation  in 
24  hours,  thymol  turbidity  7 units,  B.S.P. 
5%  retention  in  45  minutes.  Smears  from 
the  right  conjunctiva  showed  initially  few 
gram  positive  cocci,  and  cultures  grew  staph 
aureus.  Examination  of  the  membrane  re- 
moved from  the  right  conjunctiva  on 
4-28-56  showed  fibrin,  many  monocytic  cells, 
and  a few  gram  positive  rods  resembling 
diphtheroids.  Intra-dermal  testing  with 
cat  scratch  antigen  of  Daniels  gave  no  re- 
action and  aggutinations  for  tularemia 
were— negative.  Serum  was  persistently 


Table  I 


4-12-56 

4-16-56 

4-19-56 

5-1  5-11 

W.B.C. 

12,000 

7,400 

18,800 

% Neutrophils 

62 

30 

26 

% Lymphocytes 

36 

66 

74 

% Atypical 

9 

• 

60 

80 

V.D.R.L. 

Pes  1:2 

Neg 

Heterophile  Antibody 
Unabsorbed 

1:224 

1:112 

1:112  1:56 

Guinea  Pig  absorption 

1:56 

1:112 

1:56  No  titre 

Beef  Red  Cell  Absorption 

No  titre 

No  titre 
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negative  for  complement  fixing  antibody  to 
the  RI  group  of  viruses. 

After  removal  of  the  sloughing  conjunc- 
tival membrane,  healing  proceeded  rapidly. 
Signs  of  systemic  infection  and  adenopathy 
disappeared-  The  patient  seemed  completely 
recovered  on  observation  one  month  after 
admission. 

Discussion  And  Conclusion 

Judging  from  the  single  previous  report 
of  unilateral  membranous  conjunctivits,  it 
is  likely  that  this  is  a rare  and  unimportant 
clinical  manifestation  in  infectious  mono- 
nucleosis. The  case  may  serve  to  substanti- 
ate the  opinion  of  those  who  feel  infectious 
mononucleosis  is  truly  a disease  of  protean 
manifestations.  It  seems  reasonable  to  as- 
sume that  the  initial  oculoglandular  com- 
plex in  this  case  is  quite  similar  to  the 


pharyngoglandular  complex  frequently  seen 
when  infectious  mononucleosis  presents  with 
a pharyngeal  membrane.  It  is  possible  that 
these  mucous  membrane  lesions  represent 
a portal  of  entry  of  the  causative  agent  of 
infectious  mononucleosis. 
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SAFETY  CHECK  LIST 

A safety  check  list,  entitled  ‘7s  Your  Child  Safe”?  has  been  designed 
as  a public  service  by  the  National  Society  for  Crippled  Children  and 
Adults  to  help  parents  protect  and  educate  their  small  children 
against  crippling  home  accidents.  Free  copies  of  this  list  may  be 
obtained  from  the  Delaware  Chapter  in  Wilmington. 
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HYPOGLYCEMIA  DUE  TO  INSULIN 
A Major  Medical  Problem 


• Emphasis  on  over-treatment  with  insulin  has 
been  made  recently  by  Danowski,  Sindoni  and 
Somogyi.  The  author  stresses  the  fact  that  a 
more  effective  treatment  of  diabetes  mellitus 
can  be  conducted  on  a conservative  clinical 
basis  using  the  laboratory  as  an  aid  rather 
than  a guide. 


Edward  M.  Bohan,  M.D. 

Sir  Frederick  Banting  once  told  a Chicago 
audience:  “We  do  not  know  whence  ideas 
come,  but  the  importance  of  an  idea  in 
medical  research  cannot  be  overestimated. 
From  the  nature  of  things,  ideas  do  not 
come  from  prosperity,  affluence  and  con- 
tentment, but  rather  from  the  blackness 
of  despair,  not  in  the  bright  light  of  day, 
nor  the  footlight’s  glare,  but  rather  in  the 
quiet  undisturbed  hours  of  midnight  or 
early  morning,  when  one  can  be  alone  to 
think.  These  are  the  grandest  hours  of  all, 
when  the  imagination  is  allowed  to  run  riot 
on  the  problem  that  blocks  the  progress  of 
research.” 

On  August  14,  1921,  the  first  insulin 
shock  was  recorded  by  Best1  while  working 
with  Banting  on  a dog.  Dog  92  was  the 
first  to  suffer  insulin  shock.  The  blood 
sugar  was  intentionally  lowered  from  220 
mgm.  per  100  cc  of  blood  to  the  hypogly- 
cemic figure  of  60  mgm.  A note  was  made 
that  the  animal  with  the  low  blood  sugar 
appeared  much  brighter  after  the  adminis- 
tration of  glucose. 

Later  on  in  their  work,  Banting1  and  his 
associates  observed  that  sufficiently  large 
doses  of  insulin  produced  in  rabbits  severe 


Dr.  Bohan  is  Chief  of  Medicine  and  Metabolism,  St.  Francis 
Hospital,  and  past  president  of  the  Delaware  Diabetes  Associa- 
tion. 


convulsions,  which  were  generally  fatal  if 
not  controlled  by  the  administration  of 
glucose.  Due  to  the  severity  of  these  re- 
actions, the  original  unit  of  insulin,  known 
as  the  Toronto  Unit,  was  diminshed  in 
strength  by  two-thirds,  permitting  greater 
latitude  in  prescribing  the  remedy. 

A close  friend  of  Dr.  Banting’s1  Dr. 
Joseph  A.  Gilchrist,  a diabetic  since  1916, 
was  placed  on  insulin  on  May  15,  1922,  thus 
becoming  the  principal  human  rabbit  :in 
the  purification  of  insulin.  Gilchrist  un- 
luckily once  experienced  an  insulin  reaction 
on  a Toronto  street  and  was  arrested  on  a 
charge  of  intoxication. 

Unfortunately,  the  same  arrests  for  in- 
toxication are  being  made  forty  years  later. 
Our  interest  in  insulin  shock  must  extend 
further  than  the  portals  of  medicine.  We 
doctors  must  go  into  the  highways  and  by- 
ways to  educate  and  inform  the  public  and 
its  responsible  representatives  concerning 
the  similarity  of  the  symptoms  of  insulin 
shock  to  other  diseases,  including  alcohol- 
ism. 

Reactions  To  Insulin 

Reactions  to  insulin  occur: 

1.  If  the  blood  sugar  drops  rapidly 
Under  these  circumstances,  shock  may 

occur  at  100  mgm.  or  higher. 
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2.  If  the  blood  sugar  reaches  a low  level 
Values  less  than  50  mgm.  can  rarely 
be  tolerated  without  symptoms. 

Exceptions  may  occur,  e.g.,  hypogly- 
cemia induced  by  the  slow  action  of  pro- 
tamine zinc  insulin.  Due  to  the  slowness 
of  development  of  this  hypoglycemia, 
blood  sugar  may  be  even  lower  than  50 
mgm.  and  the  patient  walking  around. 
This  is  not  so  likely  to  occur  with  NPH, 
Lente,  or  globin  insulin. 

Insulin  reactions  are  more  likely  to  occur: 

1.  If  the  patients  are  over-treated  with 
insulin 

This  is  quite  common,  especially  when 
repeated  attempts  are  made  to  create  a 
sugar-free  urine.  Hypoglycemia  may  occur 
which  is  followed  by  a compensatory  hyper- 
glycemia and  glycosuria.  Then  more  in- 
sulin is  given,  and  the  patient  shocks  again 
This  is  known  as  over-treatment  with  in- 
sulin.2 

The  Brittle  Diabetic 

Some  diabetic  patients  are  better  under- 
treated. Uusually,  the  brittle  diabetic  is 
best  treated  in  a clinical  fashion  by  asking 
how  he  feels  and  not  by  treating  the  labor- 
atory results  per  se.  Glycemia  should  be 
correlated  with  a sense  of  well-being. 

Diabetics  vary  in  their  tolerance  to  hypo- 
glycemia, but  frequent  insulin  shock  should 
be  avoided  at  all  costs.  No  proven  harm  can 
be  done  with  a moderate  hyperglycemia  or 
glycosuria  in  a patient  who  observes  the 
rules  of  good  diabetic  conduct,  e.g.,  170  mg. 
to  250  mg.  two  hours  post-prandially. 

2.  If  the  patients  are  sensitive  to  insulin 

Sensitivity  to  insulin  is  more  common  in 
the  thin  or  juvenile  type  of  diabetes  or  in 
the  hard  to  control  diabetic,  often  known 
as  “brittle”  or  “fragile”  diabetic.  In  some 
patients,  the  change  of  2 to  3 units  may 
precipitate  shock.  All  diabetic  patients 
should  carry  identification,  preferably  wrist 
bands  or  bracelets.  The  severe  type  of 
diabetes  mellitus  should  be  labelled  as  such. 
(The  Delaware  Diabetes  Association3  is 
always  anxious  to  furnish  information  con- 


cerning these  methods  of  identification  of 
the  diabetic.) 

3.  If  meals  and  diet  plan  are  irregular 
or  inadequate 

Those  who  “cheat”  need  more  supervision, 
more  education,  and  more  frequent  office 
visits  to  keep  them  in  line.  Those  with 
emotional  problems  need  psychologic  ad- 
justment. Most  of  the  diabetics  in  this 
category  need  less  insulin  and  more  diet. 

4.  If  nausea  and  vomiting  occur 

A problem  of  undernutrition  results  which 
may  be  due  to  acidosis  or  can  precipitate 
acidosis  and  diabetic  coma.  Nausea  and 
vomiting  can  be  treated  with  sweetened 
liquids,  or,  if  it  continues,  intravenous  glu- 
cose to  cover  the  daily  insulin  doses  which 
never  should  be  omitted  entirely.  In  a 
recent  case  treated  at  St.  Francis  Hospital,4 
because  of  the  repeated  swing  from  acidosis 
and  hyperglycemia  to  hypoglycemia  and 
insulin  shock,  Glucagon  was  administered 
along  with  insulin  in  an  effort  to  stabilize 
the  patient.  This  combination  of  Glucagon 
and  insulin  seemed  to  benefit  the  patient. 

5:  If  repeated  injections  are  given  into 
the  same  site 

A system  of  injection  sites  should  be  set 
up  on  a daily  basis:  down  one  arm  for  one 
week,  one  leg  for  the  next  week,  up  the 
other  leg  the  next  week,  up  the  other  arm 
the  following  week,  and  so  on.  The  abdo- 
men may  be  chosen  as  an  alternate  site. 
This  regular  and  orderly  method  of  ad- 
ministration of  insulin  insures  against  ever 
injecting  insulin  into  the  same  site. 

Pathology  Of  Hypoglycemia 

Repeated  severe  insulin  shocks  or  pro- 
found hypoglycemia  may  cause  pathologic 
disturbance  in  many  parts  of  the  body.  The 
brain  is  often  the  target  site,  and  cerebral 
edema,  petechial  hemorrhages,  or  cellular 
damage  with  cell  degeneration  may  occur. 

Another  system  that  is  the  target  of  in- 
sulin shock  is  the  vascular  system,  and  a 
cerebral  accident,  coronary  occlusion,  or 
other  blood  vessel  pathology  may  be  ag- 
gravated or  precipitated  by  insulin  shock. 
While  other  systems  of  the  body  are  affected 
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by  hypoglycemia,  the  more  serious  target 
points  are  the  brain  and  vascular  system. 
Fortunately,  the  sympathetic  nervous  sys- 
tem reacts  first  and  sets  up  a primary  de- 
fense for  these  essential  organs. 

The  Symptoms  Of  Hypoglycemia 

A great  variety  of  hypoglycemia  symp- 
toms occur,  depending  on:  a.)  sensitivity  to 
insulin,  b.)  the  type  of  insulin  and  the 
amount  given,  c.)  the  system  of  the  body 
which  is  the  primary  target:  this  may  de- 
pend on  the  speed  at  which  the  sugar  drops. 

The  sympathetic  nervous  system  re- 
sponds with  hunger,  sweating,  nervousness, 
tremor,  and  pallor.  These  symptoms  are 
readily  recognized  by  the  patient  and  doc- 
tor, and  treated  with  sweetened  drinks, 
candy,  or  sugar  in  some  form. 

The  insulin-sensitive  individual  may  go 
suddenly  into  unconsciousness,  and  the 
sympathetic  nervous  system  symptoms  may 
be  missed  with  this  individual.  Certain 
types  of  insulin,  especially  protamine  zinc 
insulin  and  NPH  may  cause  hypoglycemia 
symptoms  affecting  the  central  nervous 
system  directly.  Lack  of  ambition,  de- 
pression, drowsiness,  headache,  nausea, 
oaresthesia,  blurring  of  vision,  diplopia,  dis- 


orientation, amnesia,  unconsciousness,  and 
even  convulsions,  may  occur.  These  symp- 
toms may  need  treatment  with  a)  Glu- 
cagon or  b)  50  cc  of  50%  Glucose  intra- 
venously. Both  may  be  needed  if  the  at- 
tack is  severe.  Sugar  or  carbohydrate  by 
mouth  would  only  be  of  use  in  the  early 
stages  of  any  hypoglycemic  attack. 

Oral  hypoglycemic  agents  may  also  cause 
minor  attacks  of  hypoglycemia.  Again,  the 
type  of  shock  may  depend  on  the  speed  of 
decrease  in  the  blood  sugar  and  the  dosage 
of  the  agent.  However,  due  to  a tendency 
to  euglycemia,  shock  is  not  as  common  as 
with  insulin. 

Regular  insulin  or  globin  insulin  are  less 
likely  to  cause  serious  symptoms  affecting 
the  central  nervous  system.  With  these 
two  insulins,  the  sympathetic  nervous  sys- 
tem usually  gives  warning  first.  However, 
exceptions  do  occur,  and  other  systems,  es- 
pecially central  nervous  and  vascular,  may 
be  directly  involved. 
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VISUAL  REPORT 

Highlights  of  the  scientific  exhibits,  lectures  and  panel  discussions 
of  the  AMA’s  110th  Annual  Meeting  in  New  York  City  are  available 
on  a 33  minute  sound  film  issued  by  the  Schering  Corporation. 
County  Medical  Societies  may  obtain  copies  by  writing  to  the  AMA 
in  Chicago. 
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The  American  Academy  of  General  Prac- 
tice has  proven  the  value  of  postgraduate 
training  for  its  members  over  the  years. 
The  Delaware  Academy  of  General  Prac- 
tice has  striven  to  keep  up  with  the  require- 
ments of  the  parent  organization  by  offering 
its  members  well-organized  and  current 
courses  to  attend  each  year. 

In  order  for  a general  practictioner  to 
maintain  his  membership  in  the  state  and 
national  organizations,  he  must  furnish 
proof  that  he  has  attended  at  least  150 
Category  I credit  hours  of  approved  gradu- 
ate studies  during  each  three-year  period. 

This  year  we  began  our  program  with  a 
one-day  seminar  on  antibiotics,  held  April 
8 at  the  Academy  of  Medicine.  Attend- 
ance provided  6 hours  of  Category  I credit. 
Co-sponsored  by  the  DAGP  and  The  Penn- 
sylvania Hospital  Continuation  Education 
Department,  the  seminar  discussed  all  the 
major  antibiotics  in  detail,  including  mat- 
ters of  toxicity,  indication,  and  the  par- 
ticular drugs  which  proved  to  be  most  ef- 
fective when  used  for  various  specific  in- 
fections. 

A valuable  adjunct  to  the  seminar  was 
a detailed  outline  given  participants  de- 
tailing the  value  of  making  gram  stains  of 
the  patient’s  infection  as  soon  as  the  in- 
fection is  suspected.  This  requires  only 
a few  minutes  to  perform  and  reveals  to 
the  physician  the  type  of  organism  pre- 
dominating, such  as  rods,  gram  positive  or 
negative,  cocci,  etc.  This  information  en- 
ables the  physician  to  order  immediate 


therapy,  rather  than  wait  several  days  for 
a culture.  The  lecturers  discussed  which 
antibiotics  were  found  most  effective  for 
each  group  of  organisms. 

The  main  fall  postgraduate  course  is  on 
internal  medicine  in  office  practice.  It  is 
sponsored  by  the  Delaware  Academy  of 
General  Practice  and  Hahnemann  Medical 
College  of  Philadelphia.  This  comprehen- 
sive program  will  be  given  on  10  consecu- 
tive Wednesdays  from  2:00  to  4:00  p.m., 
starting  September  13  and  ending  Novem- 
ber 15.  The  subjects  to  be  discussed  will 
be  Cardiovascular  Disease  — Auscultation 
of  the  Heart;  Fluid  and  Electrolyte  Balance 
in  Medical  Practice;  Cardiovascular  Disease 
— Laboratory  Diagnosis  of  Heart  Disease; 
Hypertension,  Diagnosis  and  Treatment; 
Radioisotopes — Their  use  in  Diagnosis; 
Neurology — The  office  Neurological  Ex- 
amination; Rheumatology — The  Analysis  of 
Synovial  Fluid  in  the  Diagnosis  of  Rheu- 
matic Disease;  Rheumatology — Fibrositis 
and  Cervical  Root  Syndromes;  Endocrin- 
ology— Office  Practice  of  Endocrinology. 
Each  session  will  include  a question  period 
from  the  floor.  The  lectures  are  open  to 
all  physicians. 

The  final  postgraduate  session  of  the 
Delaware  Academy  of  General  Practice  for 
1961  will  be  held  on  the  first  Saturday  in 
December,  when  the  Scientific  Session  of 
the  Annual  Meeting  will  be  held.  It  will 
be  followed  by  a dinner  and  a dance  in  the 
evening.  All  physicians  will  be  invited  to 
attend. 
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SOME  NOTES  ON  GROUP  PSYCHOTHERAPY 
FOR  SEVERE  MENTAL  DEFECTIVES 


• An  experimental  study  with  a group  of 
nearly  inarticulate  individuals  attempts  to 
learn  whether  therapy  can  be  effective  without 
verbal  insights,  free  associations  and  interpre- 
tations, which  are  the  “sine  qua  non”  of  tradi- 
tional psychotherapy. 


Edward  Tavris,  Ph.D. 


Introduction 

The  purpose  of  this  paper  is  to  describe 
the  dynamic  forces  in  operation  in  a group 
psychotherapy  setting  presently  in  opera- 
tion in  a hospital  for  the  mentally  retarded. 
Dynamics,  in  this  instance,  refers  to  such 
factors  as  composition  of  the  group,  relation- 
ship of  the  members  to  each  other,  social 
millieu  of  the  therapeutic  setting,  and  physi- 
cal setting  of  the  therapy  room,  to  mention 
only  a few  of  the  factors  which  vitally  influ- 
ence the  character  of  this  complex  entity, 
known  as  psychotherapy.  Last,  but  assured- 
ly not  least,  will  be  an  attempt  to  evaluate 
the  effectiveness  of  the  therapeutic  proc- 
esses in  terms  of  its  various  outcomes,  both 
objective  and  subjective,  which  (we  have 
faith)  are  indicative  of  improvement  in 
mental  health,  or  adjustment. 

Valid  evaluation  of  the  therapeutic  out- 
come is,  under  the  best  of  conditions,  often 
hazardous  and  tenuous.  Mental  health  is 
not  susceptible  to  many  of  the  objective 

Dr.  Tavris,  Ph.D.,  Illinois  Institute  of  Technology,  ’59,  has 
been  counselor,  teacher  and  psychologist  for  emotionally  dis- 
turbed children  at  the  Orthogenic  School,  University  of  Chicago 
and  in  Milwaukee  schools,  hfe  was  more  recently  chief  psycholo- 
gist for  the  Hospital  for  the  Mentally  Retarded,  Stockley. 


measurements  which  characterize  the  meth- 
ods of  physical  medicine.  Body  tempera- 
ture, blood  composition,  heart  beat,  etc.  are 
all  signs  which  “speak”  to  the  doctor  and 
give  him  detailed  information  concerning 
the  physical  state  of  the  subject.  The  psy- 
chotherapist, on  the  other  hand,  must  rely 
largely  on  the  subjective  feeling  of  the  sub- 
ject to  supply  him  with  essential  data.  True, 
the  therapist  also  considers  many  of  the  pa- 
tients’ behavioral  characteristics  as  indica- 
tive of  adjustment  or  maladjustment,  but 
these  are  often  difficult  to  interpret.  Often, 
aggressive  behavior,  which  has  a negative 
meaning  of  itself,  is  a positive  indicator  of 
mental  health  strivings,  just  as  a fever  ac- 
companying certain  types  of  illness  often  re- 
veals that  the  crisis  has  been  resolved.  Ul- 
timately, in  classical  psychotherapy,  the 
subject  needs  to  verbalize  his  feelings  of  well 
being  before  the  therapist  can  have  some 
measure  of  confidence  that  the  therapeutic 
process  has  been  effective. 

Psychotherapy  with  the  mentally  retard- 
ed has  some  limitations  not  inherent  in 
working  with  the  intellectually  normal.  The 
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process  whereby  the  subjects  secure  insights 
through  verbal  communication  is  next  to 
impossible,  because  their  language  facility, 
and  consequently  their  ideational  capacity 
is  so  impaired  that  they  cannot  communi- 
cate their  ideas  to  others,  even  if  these  ideas 
are  somehow  grasped,  however  weakly,  in 
some  conceptual  framework. 

Nevertheless,  as  influencial  forces  in  the 
institutional  society,  we  need  to  have  some 
available  yardstick  against  which  to  mea- 
sure “progress,  adjustment,  mental  health” 
or  whatever  other  term  we  may  use  to  de- 
scribe the  process  by  which  an  individual 
integrates  (or  fails  to  do  so)  into  his  en- 
vironment. Some  of  the  criteria  which  we 
use  to  evaluate  psychotherapy  are  as  fol- 
lows: 

A Reduction  of  Anti-Social  Behavior 

We  recognize  that  anti-social  behavior  is 
a symptom  of  deep  personality  disturbance, 
and  as  a symptom  it  is  rarely  effective  to  at- 
tack its  manifestation  directly.  Other  things 
being  equal,  when  we  merely  prohibit  the 
expression  of  certain  behavior,  without 
treating  the  causes  for  the  individual’s  mal- 
adaptive functioning,  we  do  little  to  aid  him 
in  the  adjustment  process.  Indeed,  in  many 
cases,  anti-social  behavior  is  a positive  step 
toward  mental  health.  This  is  particularly 
true  when  the  state  which  preceded  it  was 
one  of  antipathy  toward,  or  withdrawal 
from,  the  environment.  If,  on  the  other 
hand,  a reduction  in  anti-social  behavior  is 
a result  of  increasing  the  individual’s  ap- 
portunities  for  self  expression,  expanding  his 
environmental  horizon,  or  allowing  him  to 
establish  satisfying  social  contacts,  we  may 
assume  the  reduction  signifies  a positive 
mental  health  approach. 

Reaching  Out  to  One’s  Environment 

A prerequisite  for  all  growth,  physical, 
mental  or  emotional,  is  the  tendency  of  the 
individual  to  become  increasingly  aware  of 
the  forces  in  his  environment,  and  to  reach 
out  to  them,  as  well  as  to  adapt  and  organize 
his  inner  world  to  correspond  with  what  he 
finds  outside.  When  this  fails  to  occur  in 
the  development  of  the  individual,  it  is  a 
source  of  primary  maladaptation.  This  is 


not  the  place  to  go  into  the  many  possible 
causes  for  this  primary  egocentrism,  but 
only  to  state  that  the  tendency  of  the  indi- 
vidual to  reach  out,  no  matter  how  undif- 
ferentiatingly,  is  always  a positive  indication 
of  mental  health  striving.  It  is,  furthermore, 
a necessary  pre-condition  to  its  establish- 
ment. 

Improved  Test  Performance 

It  is  necessary  to  look  at  test  performance 
in  two  ways  in  order  to  appreciate  its  sig- 
nificance in  the  adequate  evaluation  of  the 
individual.  In  the  more  common  method  of 
appraisal  we  look  upon  improvement  in  test 
performance  as  a direct  representation  of 
improvement  in  personal  functioning,  much 
as  a medical  practitioner  looks  upon  a graph 
bearing  an  EKG  record  as  evidence  of  how 
the  heart  is  behaving.  This  is  often  un- 
fortunate, because  there  is  rarely  such  a 
direct  relationship  between  test  performance 
and  psychological  structure  as  there  is  be- 
tween a laboratory  test  and  its  psychologi- 
cal correlate.  There  are,  in  other  words, 
more  intervening  variables  that  exist  be- 
tween a laboratory  test  and  its  psychologi- 
es meaning,  than  there  is  between  a high 
white  blood  count  and  its  significance.  I am 
not  saying  here  that  laboratory  tests  are 
used  in  isolation,  (separated  from  considera- 
tion of  the  whole  patient)  but  only  that  the 
relation  of  laboratory  finding  to  diagnosis  is 
more  direct  in  physical  medicine. 

The  second  method  of  looking  upon  im- 
proved test  performance  involves  a focusing 
of  attention  on  the  release  of  blocking,  or 
inhibiting  tendencies  which  allows  the  indh 
vidual  to  function  more  effectively.  It  is  too 
frequently  the  case  that  various  professional 
personnel  look  askance  at  greatly  increased 
IQ  scores  from  one  testing  period  to  an- 
other, believing  that,  either  the  subject’s 
IQ  has  “improved”  from  one  period  to  the 
next,  (thus  discrediting  the  psychologist’s 
view  of  the  constancy  of  the  IQ)  or,  great 
errors  have  been  made  in  one  or  the  other 
test  administrations.  It  is  important,  I be- 
lieve, not  to  reify  IQ’s  (and  consequently 
not  to  discredit  them  when  they  do  not  con- 
form to  our  prejudices),  but  to  understand 


302 


October,  1961 


Group  Psychotherapy  for  Severe  Mental  Defectives — Tavris 


them  better.  Using  the  IQ  score  as  an  ex- 
ample of  test  performance,  the  following 
statements  might  serve  to  promote  better 
understanding  of  its  significance: 

(1)  The  IQ  is  a test  score,  measuring  an 
individual’s  performance  on  a select  type  of 
activity,  on  a certain  day,  and  is  subject  to 
all  the  variable  influences  of  emotional  state, 
physical  health,  perceptual  acuity,  motiva- 
tion, etc.  When  any  of  these  factors  vary 
(and  they  are  never  constant  from  one  day 
to  the  next)  the  performance  (and  conse- 
quently the  IQ)  varies  accordingly. 

(2)  When  the  psychologist  states  that 
the  IQ  is  relatively  constant  he  refers  to  the 
fact  that  the  upper  limits  of  capacity  for 
tests  of  this  nature  are  fairly  rigidly  deter- 
mined. The  difficulty  evolves  from  the  fact 
that  an  individual  often  performs  below  his 
potential,  due  to  a disturbance  in  one  or 
more  of  the  areas  mentioned.  In  spite  of 
this  variability,  the  IQ  does,  in  fact,  retain 
a remarkable  stability  from  one  testing  to 
another. 

(3)  The  IQ  is  not  a fixed  number.  Test- 
ing involves  a sampling  of  activities,  and 
sampling  reliabilities  have  certain  ranges  of 
probability  within  which  we  may  have  con- 
fidence in  the  results.  The  medical  labora- 
tory worker  uses  the  sampling  technique, 
perhaps  even  more  extensively  than  the  psy- 
chologist, although  this  fact  rarely  causes  a 
stir.  In  counting  the  white  blood  cells,  for 
example,  a drop  of  blood  taken  from  the 
finger  is  supposed  to  be  representative  with 
respect  to  the  number  of  white  cells  in  all 
the  blood  circulating  through  the  system. 
Then  a certain  portion  of  the  slide  contain- 
ing the  cells  are  counted  (utilizing  approxi- 
mation methods),  the  number  is  rounded 
off  to  the  nearest  100,000,  and  this  figure 
represents  the  number  of  white  blood  cells 
in  a cubic  centimeter  of  blood.  I am  not,  of 
course,  presumptious  enough  to  object  to 
this  procedure.  There  can  be  only  one  ques- 
tion raised  in  methodology  of  this  sort, 
namely,  “Does  it  work?”.  The  blood  count- 
ing technique  is  obviously  well  enough  vali- 
dated to  leave  no  doubt  as  to  its  efficacy.  In 
intelligence  testing,  however,  an  IQ  of  67  is 


purported  to  be  a fixed  and  immutable  in- 
dex. 

I find  that  I have  strayed  from  the  origi- 
nal point  to  be  stressed  here,  which  is  that 
psychological  test  data  is  never  translatable 
by  “slide  rule”  techniques  to  psychological 
corelates.  They  provide  only  a basis  for  in- 
ference which  must  be  checked  and  weighed 
against  a number  of  criteria,  and  be  sub- 
stantiated or  corrected  by  them.  Test  re- 
sponse or  scores  are  not  psychological 
equivalents  for  clinical  entities.  They  may 
only  be  suggestive  of  certain  psychological 
states  which  need  to  be  validated.  Multiple 
determination  is  as  true  in  psychology  as  it 
is  in  the  physical  and  biological  sciences. 

The  preceding  criteria,  namely,  reduction 
in  anti-social  behavior,  reaching  out  to  one's 
environment , and  improvement  in  test  per- 
formance, while  not  mutually  exclusive,  may 
serve  as  sufficiently  stable  and  objective  var- 
iables to  use  in  assessing  mental  health 
growth. 

Criteria  Used  to  Select  Members  of  Group 
Psychotherapy  Class 

It  would  be  very  informative  if  a study 
were  done  to  answer  the  question  of  why 
certain  individuals  are  chosen  to  receive  psy- 
chotherapy out  of  the  number  of  possible 
subjects.  The  rationalizations  of  psycholo- 
gists, and  the  establishment  of  “objective 
criteria”  fail  to  come  to  grips  with  this  prob- 
lem. It  is  best,  perhaps,  to  accept  our  pre- 
judicial attitudes,  and  operate  within  that 
framework,  than  it  is  to  delude  ourselves 
that  personal  biases  were  not  influential  in 
our  selection. 

Sexual  aberrations  may  be  abhorrent  to 
one  psychologist,  physical  deformities  to  an- 
other, and  hostile  tendencies  to  a third.  A 
psychologist  may  studiously  select  his  cases 
(unconsciously,  of  course)  so  that  his  suc- 
cess average  will  be  high.  Still  another 
therapist  may  use  the  subject  as  a source  of 
ego  satisfaction,  as  many  patients  transfer 
their  affections  to  a parent  substitute,  or 
other  authority  figure. 

The  previous  comments  lead  the  way  to  a 
discussion  of  the  manner  in  which  the  pres- 
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ent  therapy  group  was  selected.  While  sug- 
gestions were  accepted  and  noted  from  var- 
ious members  of  the  Hospital’s  professional 
staff,  the  actual  selection  of  the  members 
was  decided  in  a meeting  held  between  the 
Chief  of  Educational  and  Recreational  Serv- 
ices, and  myself.  The  following  criteria,  al- 
though not  specifically  stated,  were  influ- 
ential factors  in  deciding  upon  the  composi- 
tion of  the  group. 

Need 

Although  almost  all  the  patients  in  the 
Hospital  could  derive  benefit  from  close  per- 
sonal associations,  it  was  necessary  to  limit 
membership  to  those  who  showed  most  dis- 
turbances in  their  interpersonal  relation- 
ships. 

Compatibility  of  Group  Members 

The  extensive  experience  of  various  mem- 
bers of  the  professional  staff  in  how  certain 
individuals  relate  to  each  other,  proved  to 
be  valuable  in  reducing  the  number  of  pos- 
sibly explosive  situations.  I am  not  advocat- 
ing the  practice  of  selecting  patients  who 
are  amiable  and  cooperative  in  every  way. 
Since  these  individuals  are  primarily  dis- 
turbed in  the  area  of  interpersonal  relation- 
ships, it  is  essential  that  the  therapist  ex- 
pose them  to  situations  involving  conflict, 
for  the  purpose  of  suggesting  new,  and  rela- 
tively stress  free  solution.  Also,  it  may  be 
pointed  out,  the  presence  of  the  therapist 
reduces  the  explosive  quality  of  the  disturb- 
ance. Nevertheless,  the  periods  between 
stress  and  stress  free  conditions  should  not 
be  too  heavily  weighted  toward  one  or  the 
other  end  of  the  continuum. 

Minimal  Functioning  Level 

While  it  is  my  firm  belief  that  all  indi- 
viduals, no  matter  how  disturbed  or  re- 
tarded, can  benefit  from  kindly  care,  atten- 
tion and  love,  the  services  of  the  therapist 
are  reserved  for  those  who  show  indications 
that  they  may  some  day  function  as  produc- 
tive members  of  society.  Also,  without  the 
employment  of  verbal  communication,  the 
psychologist  is  severely  handicapped  in  his 
means  of  treatment.  Some  subjects  are  re- 
tarded to  the  extent  that  they  are  unable 


to  respond  effectively  to  spoken  language. 
For  our  purpose  in  the  group  psychotherapy 
program,  we  stipulate  that  the  individual 
must  be  able  to  respond  to  verbalization, 
and  to  use  speech  himself,  even  though  in- 
adequately, due  to  social  isolation  or  struc- 
tural defects. 

Composition  of  the  Group 

The  members  of  the  group  are  five  in 
number.  Before  giving  a character  and  per- 
sonality analysis  of  the  members,  their  com- 
monality of  traits  and  status  will  be  dis- 
cussed. 

All  members  of  the  group  are  severely  re- 
tarded (IQ’s  under  40),  although  one  of  the 
boys  occasionally  functions  above  that  level 
on  a standardized  intelligence  test.  They 
have  speech  impediments  ranging  from  mod- 
erate to  very  severe.  Some  of  the  speech  dif- 
ficulties are  largely  due  to  lack  of  early 
training,  and  stimulating  environment,  while 
others  have  their  most  influential  roots  in 
structural  defects.  None  of  the  boys  looks 
entirely  normal,  but  all  could  probably  be 
integrated  into  society  without  too  much 
disturbance  on  the  basis  of  personal  appear- 
ance. None  is  grotesque  looking.  They  are 
all  ambulatory,  but  have  locomotive  peculi- 
arities which  are  probably  more  distinguish- 
ing marks  of  their  retardation  than  are  their 
facial  characteristics. 

Finally,  they  all  have  adjustment  difficul- 
ties, but  differ  widely  in  their  manifesta- 
tions. Some  conflict  openly  with  society, 
others  covertly.  Still  others  internalize  their 
difficulties.  I do  not  make  these  distinctions 
as  clearly  differentiating  characteristics. 
They  exist  in  different  degrees  in  all  the 
members,  but  they  may  serve  to  emphasize 
some  of  the  more  significant  motivational 
forces  in  their  lives.  The  members  (all  white 
males)  are  employed  on  regular  work  sched- 
ules, and  are  capable  of  carrying  out  their 
duties  in  reasonably  satisfying  ways.  None 
is  considered  capable  of  learning  academic 
subjects,  but  they  attend  training  classes 
where  they  learn  practical  and  occupational 
skills.  Occasionally  they  are  given  exercises 
in  the  forming  of  letters  and  numbers,  but 
there  is  little  carry  over  in  the  learning  of 
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these  skills  in  practical  situations.  None 
can  read,  write,  or  calculate,  although  they 
can  remember  and  reproduce  symbols  when 
requested.  They  all  display  a need  for  rec- 
ognition and  acceptance.  They  all  appear 
significantly  younger  than  their  actual 
chronological  ages.  It  seems  as  though  ma- 
turation, in  the  normally  endowed  indi- 
vidual, effects  a maturation  of  the  facial  fea- 
tures, while  the  slowness  of  intellectual 
growth  in  the  hospital  population  mirrors 
its  influence  in  the  slow  development  of  ex- 
pressive characteristics.  Following  will  be  an 
attempt  to  describe  the  individual  members 
of  the  group. 

John 

This  is  a young  man  of  21  years,  looking,  per- 
haps, five  years  younger.  He  has  straight  blond 
hair,  is  rather  slim,  and  somewhat  under  developed 
physically.  His  distinguishing  features  are  his  pro- 
truding front  teeth,  a rather  meaningless  smile 
which  he  uses  as  a means  of  overcoming  his  social 
inadequacy  feelings,  and  a facade  of  thoughtful- 
ness, which  he  employs  for  the  same  purpose.  He 
is  one  of  the  more  verbal  members  of  the  group. 
His  facility  in  language  is  hampered  by  faulty 
speech  habits.  He  slurs  his  words,  while  speaking 
too  rapidly,  and  omits  parts  of  speech  which  give 
social  form  to  language.  He  is  a social  deviant,  but 
not  a delinquent,  being  much  too  timid  to  be  ag- 
gressive against  society.  He  protests  in  the  only 
way  available  to  him,  by  “forgetting”  the  rules 
laid  down.  He  continually  breaks  his  eye  glasses 
which  are  bought  for  him.  This  behavior  serves  as 
a means  of  protest,  and  as  an  act  of  vanity.  He 
considers  himself  to  be  attractive  without  his 
glasses.  John  is  a fraud.  He  likes  to  appear 
learned.  The  achievement  of  reading  and  writing 
skills  are  of  considerable  importance  to  him,  and, 
since  he  cannot  master  them  in  fact,  he  shams 
their  accomplishments.  Many  hours  can  be,  and 
are,  spent  in  a repetitive  copying  of  numbers  and 
letters.  He  can  not,  however,  name  them,  nor  does 
he  really  understand  their  function.  The  activity, 
however,  does  serve  a useful  purpose.  The  ability 
to  sham,  and  the  strength  of  this  goal  directed  act 
are  positive  features  of  his  personality.  He  is  the 
only  member  of  the  group  who  has  occasionally 
achieved  an  IQ  score  over  40.  I question  whether 
intensive  individual  therapy  would  serve  a useful 
purpose.  Emphasis  on  increasing  his  skills  would, 
perhaps,  lessen  his  need  for  gratification  by  sham. 
He  frequently  phantasies  that  he  is  loved  and 
protected  by  his  mother  who  will  some  day  take 
him  home.  He  also  speaks  of  the  jobs  he  will  have, 
and  of  the  money  he  will  make.  The  latter  phan- 
tasy is  quite  typical  of  the  hospital  population. 


Jeff 

This  is  a white  man  of  29  years,  physically  well 
developed, with  rather  even  features.  From  a dis- 
tance of  several  feet  one  might  not  observe  any- 
thing out  of  the  ordinary  in  his  features.  His 
emotions,  however,  color  his  physiognomy  quite 
strongly  at  most  times.  He  is  quite  verbal,  and 
articulates  rather  well.  He  could  be  called  pleas- 
ant looking,  with  the  qualifications  as  noted.  The 
most  distinguishing  characteristic  is  a marked 
tendency  for  him  to  speak  to  a person  with  his 
eyes  focused  several  degrees  to  one  side  of  him. 
This  is  not  a question  of  shyness,  it  is  felt,  but 
associated  with  an  eye  condition  of  some  type. 
There  is  a very  strong  attachment  to  adult  figures 
which  manifests  itself  in  attemps  at  conversation, 
and  occasionally  for  physical  contact.  Sometimes, 
in  the  midst  of  a conversation,  he  will  place  his 
head  on  the  person’s  chest  and  say,  “I  like  you”. 
He  is  outwardly  aggressive,  with  his  uninhibited 
calling  out  to  a persan,  and  his  frank  and  articu- 
late (although  largely  meaningless)  conversations. 
He  is  actually  over  sensitive,  and  when  one  speaks 
directly  to  him  in  terms  of  reprimand  or  criticism 
he  may  break  down  and  cry.  Another  peculiarity 
is  his  forgetfulness,  or  apparent  forgetfulness.  Al- 
though the  therapy  class  has  been  in  progress  for 
several  months,  invariably  he  greets  me  with  the 
words,  “When  I come  to  ye,  huh?  I come  to  ye 
Monday?  What  time?”  This  pattern  of  questions 
persists,  no  matter  how  long  and  patiently  the 
date  and  time  of  the  meetings  are  given  to  him.  An 
early  intelligence  test  (when  he  was  7 years  old) 
estimated  the  IQ  at  41.  All  tests  in  the  past  5 
years  estimated  the  IQ  at  between  25  and  28. 

He  is  cooperative  and  friendly.  Conversation  is 
generally  relevant  only  to  immediate  stimuli 
and/or  gratification  of  immediate  impulses.  He  is 
unable  to  converse  in  any  straight  lines,  or  follow 
a train  of  thought.  His  physical  status  and  bear- 
ing (except  for  the  visual  anomaly  previously 
noted)  are  superior  to  his  social  functioning.  He  is 
childlike  in  his  dependence,  but  superficially  for- 
ward and  aggressive. 

Larry 

This  is  a 21  year  old  white  man,  rather  tall  and 
thin,  but  physically  powerful.  His  face  is  strongly 
marked  by  acne,  which  he  does  not  improve  by  his 
habits  of  personal  hygiene.  He  is  often  seen  chew- 
ing a plug  of  tobacco,  which  practice,  he  believes, 
gives  him  the  impression  of  being  a rather  worldly 
individual.  He  squints  his  eyes  when  he  speaks  to 
someone,  not  to  effect  any  visual  accommodation, 
but  to  enhance  the  impression  of  thoughtfulness. 
His  phantasies  are  patently  immature.  They  are 
generally  of  the  television  cowboy  variety,  invol- 
ving persons  who  deal  in  violence.  There  was  a 
period,  when,  if  I addressed  him  by  his  name,  he 
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would  glare  menacingly  at  me,  saying,  “Don’t  call 
me  that.  My  name  is  Sundance.’  His  conversa- 
tion frequently  involves  narrations  about  alleged 
gun  battles  which  he  fought  with  the  police,  and 
innuendos  of  sexual  exploits.  His  speech  is  difficult 
to  follow,  although  its  origin  appears  to  lie  in  faul- 
ty habit  formations,  rather  than  in  structural  de- 
fects of  the  vocal  apparatus.  When  he  is  asked  to 
repeat  a statement  which  he  makes,  he  grins  con- 
tentedly for  a while,  as  though  digesting  the  fact 
that  his  train  of  thought  could  not  be  followed. 

There  are  two  other  facts  which  should  be  noted 
here.  At  one  time  he  and  another  young  man 
were  involved  in  the  slaying  of  two  small  farm 
animals,  which  they  accomplished  by  inserting 
rubber  hoses  in  their  mouths,  and  injecting  gas 
into  their  abdomens.  An  investigation  of  the  inci- 
dent resulted  in  the  sending  of  the  other  boy  to  a 
home  for  disturbed  adolescents,  while  Larry  was 
given  a lesser  punishment.  Undoubtedly  he  was 
only  a follower  in  the  planning  of  the  incident, 
but  his  sadistic  impulses  can  clearly  be  observed. 
The  other  incident  concerned  alleged  sex  relations 
he  had  had  with  one  of  the  female  patients  in  the 
Hospital.  Both  incidents  were  apparently  unplan- 
ned, occurring  as  a result  of  a need  for  immediate 
gratification  of  his  impulses,  and  were  quite  in  line 
with  his  character. 

David 

This  is  a short,  stocky,  well  built  young  man, 
without  obvious  physical  defects.  He  is  the  best 
socially  adjusted  member  of  the  group.  He  can  al- 
ways be  depended  upon  to  cooperate  with  the 
social  demands  that  are  made  on  him.  Affectional 
need  is  very  strong,  but  he  is  able  to  function  with- 
out socially  deviant  behavior.  He  gives  a fairly 
presentable  appearance.  His  speech  is  less  intelli- 
gible than  that  of  the  other  boys,  apparently  due 
to  organic  involvement.  He  does  not  take  part 
in  the  group  discussions  unless  questions  are 
specifically  directed  to  him.  He  never  voices  com- 
plaints of  any  nature.  His  IQ  has,  at  times,  ap- 
proached the  moderate  level  of  retardation,  and 
at  other  times  shown  strong  regressive  tendencies. 
The  wide  variability  of  his  tests  scores  suggests 
that,  because  he  is  unable  to  externalize  his  ad- 
justment difficulties,  repressive  forces  disturb  his 
test  functioning. 

Carl 

This  is  a tall,  thin  young  man  of  19  years,  who 
holds  an  intermediate  position  in  the  group  with 
respect  to  his  manner  of  adapting  to  his  environ- 
ment. Phantasies  do  not  appear  to  play  a signifi- 
cant part  in  his  life,  as  they  do  in  Larry’s  case. 
He  does  not  thrust  himself  on  to  people,  begging 
for  their  affection,  as  does  Jeff.  He  is  unable  to  win 
the  recognition  of  the  adult  figures  in  his  environ- 
ment. He  has  epileptic  seizures,  which  contribute 


significantly  to  his  uncertain  state.  It  is  very  diffi- 
cult to  see  a dominant  motivating  influence  in  his 
behavior.  He  speaks  little,  and  what  is  said  is 
scarcely  intelligible.  Like  the  other  members  of  the 
group,  Carl  is  not  unattractive  when  he  is  dressed 
and  groomed  appropriately. 

Therapeutic  Principles 

Effective  group  therapy  involves  re-educa- 
tion. In  the  relatively  controlled  environ- 
ment of  the  therapy  room,  social  interaction, 
which  in  other  environments  could  be  ex- 
plosive and  anxiety  producing,  loses  its  ex- 
plosive quality,  (through  the  timely  inter- 
vention of  the  therapist)  and  becomes  a 
possible  vehicle  for  learning  more  satisfying 
modes  of  expression.  A common  conflict 
arises  when  one  of  the  group  members  tries 
to  raise  his  status  by  boasting  about  how  he 
had  controlled  a situation..  Someone  in- 
variably takes  exception  to  his  statements, 
either  by  calling  him  a liar,  or  by  “outdo- 
ing” him  in  bravery,  in  aggressiveness,  or  in 
virility.  It  would  be  entirely  misleading  to 
suggest  that  there  is  any  “formula”  for 
transforming  a situation  of  threat  and 
danger  to  one  of  amiability  and  enlighten- 
ment. Indeed,  this  rarely  happens.  In  one 
instance  the  therapist  might  try  to  make 
dangerous  statements  less  threatening  by 
making  their  impacts  less  predictable. 

When  the  therapist  (or  any  other  author- 
ity figure)  registers  disapproval  or  shock  the 
“game”  is  played  according  to  the  patient’s 
rules,  because  he  is  constantly  exposed  to 
similar  reactions  from  the  inflential  persons 
in  his  environment,  and  consequently  he 
knows  how  to  relate  to  these  reactions.  If  the 
therapist,  on  the  other  hand,  indicates  that 
he  understands  the  intent  behind  the  pa- 
tient’s behavior,  and  responds  to  it,  rather 
than  to  the  actions,  which  are  merely  symp- 
toms, positive  influences  may  suggest  to  him 
that  his  present  behavior  is  not  accomplish- 
ing his  purpose. 

The  Therapeutic  Setting 

They  boys,  five  in  number,  arrive  at  the 
therapy  room  one  morning  a week,  where 
they  are  transported  by  the  school  bus. 
They  sit  in  their  accustomed  places  without 
exception.  Although  the  members  under- 
stand that  they  are  permitted  to  talk  on  any 
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subject,  and  state  what  is  on  their  minds, 
they  invariably  look  to  the  therapist  for 
leadership  to  begin  discussions.  The  ther- 
apist begins  by  asking  questions  (particular- 
ly of  the  less  verbal  patients)  about  past  or 
projected  social  events,  in  order  to  stimulate 
interest.  These  questions  are  generally  an- 
swered with  the  greatest  of  parsimony  (in 
terms  of  verbal  content).  There  is  little  so- 
cial interchange  between  the  members,  be- 
cause they  have  little  capacity  to  respond 
appropriately  to  lines  of  thought  developed 
by  someone  else.  One  member’s  remarks 
either  have  no  relation  to  another’s,  or  they 
are  tangential  to  them.  The  therapist  here 
serves  the  role  of  the  conjunction  (in  a psy- 
chological context)  by  relating  two  ideas  of- 
fered by  different  members,  which  might 
otherwise  have  no  unity. 

As  was  indicated  before,  verbal  insight 5 
can  have  only  limited  value  in  the  case  of 
these  very  defective  subjects,  since  they  lack 
the  capacity  to  deal  with  language  effective- 
ly. Attitudes,  however,  are  transmitted  quite 
readily  on  a non  language  basis,  and  per- 
haps beneficial  results  occur,  as  a product  of 
their  feeling  tones  being  understood  and  ac- 
cepted by  the  therapist.  Unlike  traditional 
psychotherapeutic  settings,  where  generali- 
zations or  carry-over  of  specific  learning  is 
the  rule,  such  transference  is  here  the  excep- 
tion. The  result  is  that  many  more  specific 
bonds  tying  together  cause  and  effect  must 
be  established  in  the  severely  defective  than 
in  the  more  amply  endowed.  Mental  defec- 
tives do  not  entirely  lack  the  power  to  gen- 
eralize, but  many  more  concrete  examples  of 
specific  instances  depicting  relationships 
must  be  used  before  there  is  any  under- 
standing of  general  applicability.  Thus,  ef- 
fective therapy  must  go  much  farther  than 
the  verbal  communication  of  certain  princi- 
ples in  the  therapy  room.  It  must  include 
more  varied  forms  of  experience  than  are  as- 
sociated with  psychotherapy  of  the  normal 
individual.  Part  of  the  time  of  this  group 
is  spent  in  taking  walks  to  explore  the  world 
of  nature,  to  see  what  other  groups  of  pa- 
tients are  doing,  to  understand  the  interde- 
pendence of  the  separate  hospital  functions 
to  one  another.  Part  of  the  time  is  spent  in 


play,  to  give  expression  to  socially  accept- 
able impulses,  or  to  be  productive  by  creat- 
ing new  forms  with  play  things. 

Not  all  members  of  the  group  can  be 
reached  with  equal  facility.  Some  are  too 
entrenched  in  their  own  modes  of  behavior 
to  seek  new  ways  of  responding.  Others  are 
so  eager  to  please  the  therapist  that  they  of- 
fer no  resistance,  and  so  no  change  is  ef- 
fected. That  is,  to  say,  in  order  to  effect 
change  resistance  must  be  overcome.  If  no 
resistance  is  offered  there  can  be  no  altera- 
tion of  personality  structure. 

Concluding  Remarks 

It  might  appear,  that  with  all  the  qualifi- 
cations and  objections  raised  in  this  paper, 
there  can  be  little  improvement  expected  in 
the  psychotherapeutic  treatment  of  the  sev- 
erely defective.  Without  the  ability  to  ob- 
serve what  goes  on  in  the  minds  of  these  pa- 
tients we  cannot  presume  to  judge,  a priori, 
that  they  will  not  improve  in  an  atmosphere 
of  acceptance,  understanding  and  instruc- 
tion. Carl  Rogers,  one  of  the  most  brilliant 
of  present  day  psychologists,  holds  that  all 
individuals,  irrespective  of  their  endowment, 
strive  to  achieve  independence  and  matura- 
tion. Behavior  which  appears  to  be  moti- 
vated toward  opposite  goals,  simply  means 
that  we  are  unable  to  understand  the  signifi- 
cance of  their  actions.  We  propose  to  make 
certain  highly  pragmatic  tests,  which  we 
hope,  will  tell  us  whether  we  are  preceding 
in  the  right  direction.  Among  these  tests  the 
following  will  be  included: 

(a)  Reports  of  hospital  personnel  indi- 
cating whether  these  patients  are  improving 
in  their  interpersonal  relationships. 

(b)  Psychological  test  findings  to  deter- 
mine whether  they  can  deal  with  impersonal 
problem  solving  activities  more  effectively. 

(c)  Ability  to  work  and  learn  more  effec- 
tively at  the  job  and  at  school. 

(d)  Observations  of  the  therapist,  deter- 
mining whether,  and  to  what  extent,  the 
members  of  the  group  are  able  to  function 
more  freely,  less  defensively,  and  with  a 
minimum  of  distortion  to  the  objective  fea- 
tures of  their  environment. 
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MERGER  OR  CONSOLIDATION? 

The  highlight  of  the  current  issue  is  the 
article  by  Doctor  Cannon  urging  a prompt 
and  thorough  study  of  a possible  merger 
of  the  three  non-sectarian  hospitals  in  Wil- 
mington. Comment  on  his  article  was 
invited  from  several  members  of  the  Society 
and  we  are  happy  to  publish  the  remarks 
of  Doctor  Lewis  B.  Flinn. 

Doctor  Cannon  advocates  a merger  of 
the  three  hospitals.  He  forsees  the  medical 
staffs  of  the  three  present  hospitals  fused 
into  one  giant  staff  while  the  three  present 
physical  plants  are  used  to  accomodate 
patients  according  to  their  medical-surgical 
category.  This  is  more  than  a merger;  it 
is  a consolidation. 

Elsewhere,  in  instances  too  numerous  to 
mention,  hospitals  have  been  merged  for 
administrative  purposes  into  medical  cen- 
ters but,  with  the  exception  of  psychiatric, 
contagious,  and  obstetric  units,  the  hos- 
pitals involved  usually  have  retained  their 
autonomy. 

The  problem  admittedly  is  a large  one 
and  deserves  further  investigation.  Doctors 
Cannon  and  Flinn  have  devoted  years  of 
service  to  the  hospitals  of  Wilmington  and 
with  men  of  this  calibre  interested  in  the 
problem,  we  can  be  assured  of  a thorough 
study. 

THE  ANNUAL  SESSION — 1961 

President  McGee  and  his  committees 
have  arranged  an  outstanding  program  of 
general  interest.  A morning  panel  on  the 
collagen  diseases  brings  authorities  from 
Johns  Hopkins  while  the  afternoon  panel 
on  the  latest  developments  in  diagnostic 
radiology  is  manned  by  professors  from 
Pennsylvania,  Jefferson,  Hahnemann,  and 
Temple.  The  program  is  rounded  out  by 
individual  papers  on  psychology,  technics 
of  cholesterol  reduction,  and  the  medical 
problems  of  manned  space  flight.  An  in- 


teresting, authoritative,  and  brief  post- 
graduate course. 

DIABETES  DETECTION 

November  12  to  18  has  been  designated 
as  Diabetes  Detection  Week.  During  this 
period,  as  in  the  past,  physicians  with  the 
cooperation  of  the  pharmacists  will  gladly 
perform  a urinalysis  for  glucose  on  any  per- 
son who  desires  this  test.  In  the  past, 
cases  of  unknown  diabetes  have  been  dis- 
covered. 

When  any  disease  is  discovered  as  the 
result  of  a screening  test,  it  obviously  has 
been  discovered  at  an  earlier  stage  than 
if  the  individual  were  to  consult  a physician 
because  of  symptoms.  Early  diagnosis, 
when  followed  by  early  treatment,  con- 
tributes heavily  toward  a favorable  outlook 
for  the  patient.  This  is  particularly  true 
of  diabetes. 

Periodic  health  examinations  are  valuable 
if  they  are  periodic  and  if  they  are  complete. 
Annual  examinations  are  wasteful  in  the 
average  teen-age  or  young  adult  popula- 
tion; similarly,  annual  examinations  are  not 
frequent  enough  in  an  elderly  population. 
The  frequency  must  be  determined  accord- 
ing to  age  and  the  presence  of  preexisting 
disease. 

Too  many  examinations  are  limited  in 
scope  by  the  whims  of  the  patient  or,  some- 
times, the  physician.  Some  people  love  to 
have  their  blood  pressure  checked  but  re- 
fuse to  even  discuss  a sigmoidoscopic 
examination. 

“Do  as  I say,  not  as  I do.”  Too  often 
is  the  philosophy  of  the  physician.  Regard- 
ing periodic  health  examinations,  the  phy- 
sician should  lead  the  way.  By  so  doing 
he  will  not  only  set  an  example  for  his 
patients  but  will  personally  reap  the  bene- 
fits which  could  include  early  diagnosis  and 
increased  life  span. 
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“MEN  OF  MEDICINE” 

A short  time  ago  I read  the  Presidential  Address  of  the  doctor 
elected  to  the  office  in  one  of  our  southern  states.  He  remarked  that  50 
per  cent  of  that  state’s  physicians  did  not  know  who  had  been  elected 
and  some  did  not  care.  This  indifference  bothered  him. 

It  is  a fact  that  physicians,  as  well  as  everyone  else,  must  fight 
the  greatest  foe  in  the  world  today;  call  it  apathy,  indifference,  care- 
lessness, self-satisfaction,  or  what  you  will,  it  is  the  attitude  of  one  who 
feels  it  would  be  in  vain,  or  does  not  want  to  be  bothered,  or  that  there 
is  no  need  to  make  an  effort  to  overcome  this  state  of  mind. 

Indeed  the  words  of  Demosthenes  written  ages  ago  might  almost 
apply  today.  “It  seems  to  me,  Men  of  Athens , that  you  have  become 
absolutely  apathetic,  waiting  here  dumbly  for  the  catastrophe  which 
is  about  to  fall  upon  you.  There  you  sit,  observing  the  disasters  that 
overwhelm  your  neighbors  and  taking  no  measures  for  your  own  defense, 
nor  do  you  seem  conscious  even  of  the  elaborate  methods  by  which 
your  country  is  slowly  being  underminded. ” 

I am  sure  we  do  recognize  the  disaster  which  seems  to  be  approach- 
ing. The  endless  repetition  of  insults,  the  implied  slander  which  our 
profession  hears  today,  tells  us  in  no  uncertain  terms  that  there  is  still 
a long  fight  ahead  of  the  medical  profession.  But  too  many  of  us  are 
apt  to  feel  there  is  nothing  to  be  done  about  it. 

To  attack  each  problem  as  it  arises  again,  with  intelligent  planning 
and  with  fresh  energy  and  enthusiasm  and  without  a doubt  of  winning 
in  the  end,  is  not  easy  but  it  is  the  attitude  which  will  help  our  way 
of  life  above  all  others. 
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Legal  Pilot  Project  Interest  in  the  rights  of  the  mentally  ill  has  led  the  American  Bar 

Foundation  to  publish  a book  entitled  The  Mentally  Disabled  and  the 
Law.  The  preparation  of  this  book  pointed  up  the  need  to  develop 
more  information  on  how  the  laws  were  working  in  practice.  The 
practical  problem  of  how  people  get  in  and  out  of  mental  hospitals 
was  chosen  as  significant  for  field  research.  The  present  project, 
started  on  March  20,  1961  in  the  metropolitan  area  of  Chicago 
has  been  followed  by  intensive  surveys  in  five  other  areas.  Delaware 
has  been  included  in  the  Philadelphia-Pennsylvania  area  which  will 
be  surveyed  October  25  to  December  21,  1961.  The  survey  hopes  to 
show  what  should  be  done  in  order  to  facilitate  getting  mentally  ill 
persons  in  and  out  of  treatment  facilities. 

Active  Duty  Ordered  to  active  duty  on  October  15th  in  the  116th  Surgical  Hos- 

pital (Mobile),  Delaware  National  Guard  were  Drs.  Allen  C.  Wooden, 
Commanding  Officer,  Nathaniel  Young,  John  J.  O’Connor  and  F. 
Barton  Wells.  They  have  been  sent  to  Fort  Campbell,  Ky.  Dr. 
Young,  medical  director  of  Emily  P.  Bissell  Hospital,  will  be  replaced 
by  Peter  R.  Walsh,  M.D.,  who  will  be  acting-director  until  Dr.  Young 
returns.  Dr.  Walsh,  who  came  from  England  a year  ago  to  be  assist- 
ant director,  is  an  internist. 

The  Heart  Of  To  determine  how  much  cholesterol  causes  heart  trouble,  the  National 

The  Matter  Heart  Institute  is  starting  a mass  experiment  involving  as  many  as 

400,000  Americans.  The  program,  covering  five  years,  will  be  com- 
posed of  men  divided  into  5 groups:  Group  No.  1 will  be  controlled 
and  observed  on  a diet  of  foods  available  in  super  markets;  Group 
No.  2 will  just  be  observed  and  not  told  how  to  diet  or  what  to  eat; 
Group  No.  3 will  receive  a normal  food  supply  from  the  Institute 
every  10  days,  controlled  by  the  Institute  and  watched;  Group  No. 
4 will  receive  foods  from  Institute  supply  houses  consisting  of  “manip- 
ulated foods”  specially  made  with  all  the  animal  fats  replaced  by 
other  fats.  All  five  groups  will  be  examined  every  3 months  with 
special  emphasis  on  heart  condition,  amount  of  animal  fat,  exercise, 
and  amount  of  cholesterol  in  the  blood.  This  experiment  grew  out 
of  a Congressional  request  for  more  specific  information  on  cardio- 
vascular ailments  and  their  causes  in  this  country. 

Dependents’  Medical  Continued  eligibility  for  medical  care  is  due  the  dependents  of  those 

Care  Continued  service  men  retained  beyond  the  expected  expiration  of  active  duty 

tours.  Since  the  involuntary  extension  of  these  tours  becomes  effec- 
tive immediately,  the  required  proof  of  an  extended  date  for  benefit 
eligibility  may  not  appear  on  the  dependent’s  Uniformed  Services 
Identification  Card  (DD  Form  1173).  Physicians  and  hospital 
authorities  have  been  asked  to  exercise  patience  and  understanding 
in  handling  these  cases.  This  request  comes  from  W.  D.  Graham, 
Brig.  Gen.,  M.C. 
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Drs.  Albert  Gelb,  Wilmington  and  Paul  A.  Stagg,  Dover,  A.F.B.,  were 
inducted  as  Fellows  of  the  American  College  of  Surgeons  on  October 
5th  . . . Thomas  R.  Brooks,  M.D.,  lectured  at  a meeting  of  the  B’nai 
B’rith  for  the  American  Cancer  Society  . . . Alfred  R.  Shands,  Jr., 
M.D.,  addressed  the  Wilmington  Lions  Club  on  cancer  . . . Howard 
Wilk,  M.D.,  was  named  surgeon  for  the  city  Bureau  of  Fire  by  the 
directors  of  Public  Safety,  Wilmington  . . . Lawrence  C.  Baker,  M.D., 
was  elected  president  of  the  Kent  County  Unit,  Cancer  Society;  M. 
H.  Mires,  M.D.,  was  elected  vice-president;  and  George  Campana, 
M.D.,  a new  director  . . . James  E.  Marvil,  M.D.,  was  elected  presi- 
dent of  the  Sussex  County  Unit,  Cancer  Society,  succeeding  Aubrey 
C.  Smoot,  M.D.;  Leslie  M.  Dobson,  M.D.,  was  elected  chairman  of 
professional  education  and  James  Beebe,  Jr.,  M.D.,  chairman  of 
professional  services  . . . Drs.  Lawrence  C.  Baker  and  James  R.  Mc- 
Ninch  were  cited  by  the  board  of  directors,  Kent  General  Hospital, 
for  filling  in  on  all  emergencies  for  two  weeks  . . . J .Richard  Durham, 
M.D.,  spoke  on  the  effect  of  stress  and  shock  on  heart  disease  to 
members  of  the  National  Association  of  Compensation  Claims  At- 
torneys . . . Drs.  Elizabeth  and  Edgar  Miller  showed  films  on  their 
work  with  the  Nepal  natives  at  a meeting  of  the  Woman’s  Society, 
Centenary  Methodist  Church  . . . 

Joseph  W.  Abbiss,  M.D.,  president  of  the  medical  staff,  Memorial 
Hospital,  addressed  the  recent  graduating  class  of  the  hospital’s 
School  of  Nursing  . . . Michael  Elyan,  M.D.,  pediatrician  interested  in 
the  multiply  handicapped  child,  addressed  a meeting  of  the  Rehoboth 
Beach  Village  Improvement  Association  . . . Drs.  Philip  J.  G. 
Quigley,  S.  S.  Bjornson,  Robert  Dickerson  and  Kenneth  W.  Ehrhart 
have  been  named  diplomates  by  the  American  Board  of  Pathology  . . . 
Otakar  Poliak,  M.D.,  was  elected  president  of  the  Delaware  State 
Pathology  Society;  Joseph  Casella,  M.D.,  president-elect;  Joseph 
W.  Abbiss,  M.D.,  councilor  and  Donald  Howie,  M.D.,  assemblyman 
. . . Miss  Eleanor  Bader,  physical  therapist,  who  served  11  years  as 
executive  director  of  the  Delaware  Curative  Workshop  has  been 
appointed  program  consultant  to  the  National  Society  for  Crippled 
Children  and  Adults  . . . George  J.  Boines,  M.D.,  was  named  chair- 
man of  the  consecration  committee  of  the  Holy  Trinity  Greek  Ortho- 
dox Church  . . . Harry  J.  Repman,  M.D.,  was  chief  speaker  at  the 
Wilmington  Civil  War  Round  Table  as  their  leading  authority  on 
Civil  War  firearms  . . . J.  R.  Elliott,  M.D.,  was  honored  by  an 
informal  surprise  birthday  party  by  the  Laurel  Advisory  Board, 
Farmers  Bank  of  the  State  of  Delaware;  in  addition  to  his  regular 
profession  as  a physician,  Dr.  Elliott  has  been  a bank  director  and 
past  president  of  the  Sussex  County  Medical  Society,  Medical  Society 
of  Delaware  and  president  of  the  Laurel  Board  of  Education  . . . 

Black  Nictotine  from  smoking  may  stimulate  the  nervous  system  and  the 

adrenal  glands  to  release  a form  of  adrenalin  that  frees  fat  from 
storage  areas  in  the  body,  researchers  suggest  in  the  American  Heart 
Association’s  News  Letter.  This  could  explain  why  smokers  have 
higher  levels  of  cholesterol  in  their  blood,  which  in  turn  is  suspected 
of  contributing  to  heart  disease  by  clogging  and  narrowing  arteries. 
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On  Friday,  September  9,  1960,  the 

Women’s  Auxiliary  to  the  Sussex  County 
Medical  Society  was  the  hostess  county  to 
the  Women’s  Auxiliary  to  the  Delaware 
State  Medical  Society.  Coffee  was  arranged 
and  paid  for  by  our  county  auxiliary.  Lunch- 
eon arrangements  were  made  by  Mrs.  Leslie 
Dobson.  The  coffee,  meeting,  and  lunch- 
eon all  were  held  at  the  Dinner  Bell  Inn 
at  Rehoboth.  On  behalf  of  our  county, 
Mrs.  James  Beebe,  Sr.,  entertained  at  tea 
the  same  afternoon. 

The  following  month  we  had  an  informal 
program  on  legislation.  At  this  time  we 
were  urged  both  to  work  for  and  to  back 
the  candidate  most  in  harmony  with  the 
physicians.  We  later  heard  a report  from 
the  state  president  concerning  the  National 
Auxiliary  meeting  in  Chicago,  Illinois. 

We  began  the  new  year  with  a white  ele- 
phant sale.  Many  different  items  were 
brought  by  our  members  to  this  sale  in- 
cluding antiques,  china,  surplus  Christmas 
gifts,  crystal  and  ceramics.  Lively  bidding 


resulted  in  an  evening  filled  with  fun,  plus 
a greatly  enhanced  treasury. 

Early  spring  brought  with  it  a meeting 
on  the  subject  of  Civil  Defense.  A program 
was  prepared  by  Mrs.  Thomas  Tobin.  We 
were  inclined  to  feel  that  we  were  not 
equipped  to  cope  with  a military  disaster. 
This  subject  seems  to  have  become  increas- 
ingly important,  even  since  early  spring 
and  should  be  approached  again  by  our 
auxiliary  this  fall. 

All  of  our  meetings  are  evening  meetings 
and  most  of  them  have  been  followed  by  a 
social  hour.  We  are  joined  by  our  hus- 
bands at  this  time  and  our  greatest  annual 
project  is  the  furthering  of  close  com- 
radeship that  exists  between  the  medical 
families  in  Sussex  County. 

Auxiliary  officers  for  the  coming  year 
are:  Mrs.  Robert  Lewis,  President,  Seaford; 
Mrs.  Donald  Howie,  Vice  President,  Mil- 
ford; and  Mrs.  Wildberger  continuing  as 
Secretary,  and  Mrs.  Tormet  continuing  as 
Treasurer. 

Mrs.  Aubrey  Smoot,  Jr.f  President  1961-62 
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MENTAL  HEALTH  ISSUE 


Fascinating  . . . how  one  curved  figure  seems  to 
be  longer  than  the  other — even  when  you  know 
they’re  both  the  same. 

Two  oral  penicillins  can  be  just  as  difficult  to 
compare.  If  only  the  price  of  the  drugs  were  to 
be  considered,  the  choice  would  be  clear.  But 
isn’t  it  what  a drug  does  that  counts? 

V-Cillin  K®  achieves  two  to  five  times  the 
serum  levels  of  antibacterial  activity  (ABA) 
produced  by  oral  penicillin  G.1  Moreover,  it 
is  highly  stable  in  gastric  acid  and,  therefore, 
more  completely  absorbed  even  in  the  presence  of 
food.  Your  patient  gets  more  dependable  ther- 
apy for  his  money  . . . and  it’s  therapy — not 
tablets — he  needs. 


For  consistently  dependable  clinical  results 

prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg. 

V-Cillin  K,  Pediatric,  in  40  and  80-cc.-size  packages.  Each  5 cc. 
(approximately  one  teaspoonful)  contain  125  mg.  (200,000  units) 
penicillin  V as  the  crystalline  potassium  salt. 

V-Cillin  K®  (penicillin  V potassium,  Lilly) 

1.  Griffith,  R.  S.:  Antibiotic  Med.  & Clin.  Therapy,  7:129, 1960. 


Product  brochure  available;  write  Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 
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• helps  to  prevent  or  correct  certain  vitamin  deficiencies 

• supplies  various  minerals  normally  present  in  body  tissue 

Each  MYADEC  Capsule  provides:  Vitamins:  Vitamin  B12  crystalline— 
5 meg.;  Vitamin  B3  (riboflavin)— 10  mg.;  Vitamin  B6  (pyridoxine 
hydrochloride)— 2 mg.;  Vitamin  B,  mononitrate— 10  mg.:  Nicotinamide 
(niacinamide)— 100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.;  Vita- 
min A— "25,000  units  (7.5  mg.);  Vitamin  D — 1,000  units  (25  meg.); 
Vitamin  E (d-alpha-tocopheryl  acetate  concentrate)— 5 I.U.;  Mineral s 
(as  inorganic  salts):  Iodine  — 0.15  mg.;  Manganese  — 1 mg.;  Cobalt 


0.1  mg.;  Potassium — 5 mg.;  Molybdenum — 0.2  mg.;  Iron 


o mo*.; 


Copper— 1 mg.:  Zinc— 1.5  mg.;  Magnesium  — 6 mg.;  Calcium 
mg.;  Phosphorus  — 80  mg. 

Supplied:  Bottles  of  30,  100,  and  250. 
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REORGANIZATION 

of  the  Department  of  Mental  Hygiene  Clinics 
of  the  State  of  Delaware 

• A review  of  the  establishment  of  our  State  Mental 
Hyg  iene  Clinics  and  their  present  objectives  in  out- 
patient community  service  will  give  the  medical  pro- 
fession a concept  of  how  to  utilize  such  facilities  for 
for  the  benefit  of  its  patients. 


M.  A.  Tarumianz,  M.D. 


On  June  27,  1961,  the  State  Board  of 
Trustees  of  the  Delaware  State  Hospital 
at  its  regular  monthly  meeting,  complying 
with  the  Senate  Bill  #152,  ( passed  by  both 
Houses  and  signed  by  the  Governor ) and 
upon  the  recommendation  of  the  Executive 
Committee  of  the  Board,  appointed  the 
author  as  State  Psychiatrist  and  Crimin- 
ologist and  Director  of  the  Mental  Hygiene 
Clinics  of  Delaware.  (He  has  served  in  the 
same  capacity  since  1929.)  At  the  same 
time  the  Board  appointed  the  State  Psy- 
chiatrist as  Consultant  to  the  State  Board 
of  Trustees.  The  Board  approved  the  es- 
tablishment of  new  offices  for  the  State 
Psychiatrist  in  the  New  Castle  building  at 
Farnhurst.  He  was  requested  to  prepare 
a separate  monthly  report  and  present  the 
same  to  the  Board  as  a separate  document. 

Historical  background  of  the  Depart- 
nent  of  Mental  Hygiene  Clinics  of  Dela- 


Dr.  Tarumianz  is  State  Psychiatrist  and  Criminologist,  Director 
of  the  Mental  Hygiene  Clinics  of  Delaware  and  Consultant  to 
the  State  Board  of  Trustees  of  The  Delaware  State  Hospital. 


ware:  The  establishment  of  a mental  hy- 
giene clinic  was  recommended  by  the  past 
Superintendent  of  the  Delaware  State  Hos- 
pital and  discussed  at  the  Annual  Meeting 
of  the  Medical  Society  of  Delaware  in 
October  1927. 

The  preamble  to  the  discussion  was  as 
follows: 

“In  our  present  civilization,  with  group 
life  predominating,  as  in  our  schools, 
churches,  at  work,  and  so  forth,  it  became 
a daily  problem  as  to  how  the  individual 
would  use  the  material  with  which  nature 
had  endowed  him,  in  order  to  make  the 
proper  necessary  contacts.  Every  com- 
munity contains  many  individuals  who  have 
been  unable  to  do  this.  These  are  aberrants 
from  the  generally  accepted  normals,  and 
have  the  same  right  to  the  help  of  the 
society  as  if  they  were  actually  ill.  They 
deserve  the  help  of  society  because  it  was 
through  society  that  they  were  forced  into 
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their  present  environment,  for  it  is  society 
alone,  as  a whole,  that  determines  our  liv- 
ing conditions.” 

“It  is  only  through  mental  hygiene  clinics 
that  this  help  can  be  given  to  the  majority 
of  the  people.  Since  Delaware  is  a small 
state,  no  point  of  which  is  out  of  easy  reach 
of  all  other  points,  it  seems  as  if  it  would 
be  better  for  economic  reasons  to  have  such 
service  centralized,  which  will  take  care  of 
the  entire  state.” 

Bill  Presented 

“The  above  plan  was  studied  carefully, 
and  as  the  result  of  such  a study  a bill  has 
been  presented  to  the  Legislature  at  this 
session.  This  bill  (1929)  calls  for  the  es- 
tablishment of  a mental  hygiene  clinic  to 
be  under  the  control  of  the  state.  It  is  to 
be  hoped  that  every  physician  and  citizen 
will  recognize  the  importance  of  the  passage 
of  this  bill.” 

The  following  report  was  read  by  the 
author,  chairman  of  the  Legislative  Com- 
mittee of  the  Medical  Society,  before  that 
Society  at  its  May  1929  meeting: 

“About  two  years  ago,  at  the  annual 
session  of  the  Medical  Society  of  Dela- 
ware, I presented  a resolution  concerning 
the  need  of  a psychopathic  ward  and  a 
mental  hygiene  clinic  in  this  State,  which 
was  accepted  and  approved  by  the  Society. 
In  connection  with  this  we  presented  an- 
other resolution  embodying  the  teaching 
of  neurology  and  psychiatry  to  the  nurses. 
This  included  two  months  of  training  in 
psychiatry  and  nervous  disease  in  some 
special  hospital.  This  particular  resolution 
also  was  passed.  In  other  words,  two  years 
ago  (1927)  the  Medical  Society  of  Dela- 
ware approved  the  establisment  of  a psy- 
chiatric observation  clinic,  a mental  hygiene 
clinic  in  this  State  and  psychiatric  and 
neurological  training  of  nurses.” 

“At  the  last  session  of  the  Legislature  we 
prepared  special  bills  in  regard  to  those 
new  departments.  The  first  bill  was  to 
establish  a mental  hygiene  clinic.  The  bill 
reads  as  follows:” 


“An  act  to  authorize  the  establishment  of 
a Mental  Hygiene  Clinic  under  the  direction 
and  control  of  the  State  Board  of  Trustees 
of  the  Delaware  State  Hospital  at  Farn- 
hurst.” 

“Be  it  enacted  by  the  Senate  and  House 
of  Representatives  of  the  State  of  Delaware 
in  General  Assembly  met:” 

“Section  1.  The  State  Board  of  Trustees 
of  the  Delaware  State  Hospital  at  Farn- 
hurst  is  hereby  authorized  and  empowered 
to  establish  a mental  hygiene  clinic  to  be 
composed  of  such  professional  assistants  as 
may  be  recommended  by  the  Superinten- 
dent (now  by  the  State  Psychiatrist)  of  the 
Delaware  State  Hospital.  It  shall  be  the 
duty  of  the  said  clinic  to  examine  all  chil- 
dren within  the  State,  attending  any  public 
or  private  school,  who  are  two  or  more 
years  retarded,  when  so  requested  by  the 
superintendent  or  other  executive  head  of 
such  school.  The  said  mental  hygiene  clinic 
shall  likewise  undertake  and  carry  on  a 
continuous  survey  and  examination  of  all 
feeble-minded.  The  said  clinic  shall  have 
power  to  observe,  examine,  study  and  treat 
the  inmates  of  any  institution  supported 
in  whole  or  in  part  by  the  State  of  Dela- 
ware, or  any  county  thereof,  and  shall 
likewise  have  power  to  observe,  examine, 
study  and  treat  any  person  charged  with 
any  offense  in,  or  subject  to  the  provision 
of,  any  court  within  the  State,  when  re- 
quested so  to  do  by  the  judge  or  judges 
thereof.  The  said  clinic  shall  likewise 
have  power,  when  requested,  to  extend  its 
psychiatric  services  to  all  social  agencies 
of  the  State,  general  hospitals  and  all  insti- 
tutions for  the  feeble-minded  for  the  pur- 
pose of  the  discovery  and  treatment  of 
mental  disorders.” 

“Section  2.  The  said  Mental  Hygiene 
Clinic  shall  have  power  through  the  State 
Psychiatrist  and  Criminologist  to  apply  for 
the  commitment  of  any  person  to  the  Del- 
aware State  Hospital  at  Farnhurst  under 
any  existing  or  future  laws  of  the  State  of 
Delaware  relating  to  such  commitment.” 

This  bill  was  passed  by  the  Legislature 
and  approved  by  the  Governor. 
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“The  staff  of  every  unit  of  the  clinic  will 
consist  of  a psychiatrist,  psychologist,  psy- 
chiatric social  service  worker  and  a clerk. 
There  will  be  three  centers  outside  of  the 
State  hospital  for  these  units.  There  will 
be  quarters  in  Wilmington,  Dover,  and 
Georgetown.  A unit  will  spend  certain  days 
in  various  institutions.  We  hope  to  be 
able  to  examine  every  inmate  of  the  Work- 
house  and  other  state  or  county  institu- 
tions.” 

Child  Guidance  Added 

“This  Mental  Hygiene  Clinic  will  also 
be  a child  guidance  clinic:  It  will  offer  ex- 
pert medical,  educational,  and  social  advice 
concerning  certain  types  of  children  who 
present  behavior  problems  at  home,  in 
school,  or  in  the  community,  either  because 
of  disciplinary  difficulties,  slow  school  pro- 
gress or  other  reasons.  The  cases  will  be 
referred  by  school  authorities,  welfare 
agencies,  social  workers,  juvenile  courts, 
judges,  physicians  ,and  others  The  clinics 
will  be  held  at  intervals  in  various  communi- 
ties, and  a report  embodying  the  result  of 
the  examination  and  the  recommendation 
will  be  presented  to  the  person  who  referred 
the  case.” 

From  transactions  of  the  Medical  Society 
of  Delaware  at  their  one  hundred  and  for- 
tieth Annual  Session  on  October  9 and  10, 
1929,  held  in  the  auditorium  of  the  state 
hospital,  Farnhurst,  Delaware: 

The  author  presented  his  address: 
“Thanks  to  the  efforts  of  our  Governor,  the 
members  of  our  State  Board  of  Trustees, 
and  the  members  of  the  Medical  Society, 
the  Legislature  of  this  State  passed  a lav/ 
to  establish  the  Mental  Hygiene  Clinic  for 
extramural  work.  This  clinic  has  opened 
its  activities  in  this  State,  since  the  middle 
of  August,  and  undoubtedly  is  doing  splen- 
did work.” 

‘Two  years  ago  we  only  dreamed  that  we 
would  have  a mental  hygiene  clinic,  and 
a Psychiatric  Hospital  for  observation  of 
mental  and  nervous  diseases.  Today  this 
is  a reality.  The  suggestion  of  a research 
laboratory  for  psychiatric  work  connected 


with  this  hospital  might  look  to  you  as  an 
Utopian  idea,  but  we  will  endeavor  to  make 
this  a reality.” 

“The  work  of  the  mental  hygiene  clinic 
interlaces  with  that  of  practically  every 
public  agency.” 

In  the  editorial  of  the  October,  1936 
issue  of  the  Delaware  State  Medical  Journal 
the  following  appeared. 

“The  mental  hygiene  clinic  of  Delaware 
which  was  established  in  connection  with 
the  Delaware  State  Hospital  in  August, 
1929,  has  now  found  it  possible  to  expand 
its  activities.  There  are  now  present  on 
its  staff  two  fulltime  psychiatrists  and  one 
half-time  psychiatrist,  as  well  as  one  half- 
time neurologist.  Three  psychologists  are 
present  on  full  service.  The  staff  calls  for 
six  social  workers,  four  of  whom  are  present 
with  vacancies  for  two  more.  With  this 
increased  staff,  it  will  be  possible  to  carry 
on  constructive  work  in  the  clinic  as  well 
as  in  those  homes  where  such  is  needed. 
In  addition,  a neuro-surgical  clinic  is  being 
held  monthly  by  Dr.  Grant  of  Philadelphia 
who  advises  operation  and  treatment  for 
those  falling  in  the  neuro-surgical  field.” 

Four  Types  Of  Cases 

‘The  clinic  is  interested  in  four  distinct 
types  of  cases: 

“1.  Child  guidance,  where  the  child  is 
normal  but  where  there  is  danger  of  the 
child  developing  certain  behavior  difficulties 
because  the  parents  are  inadequately  pre- 
pared to  meet  problems  as  they  arise. 

“2.  School  children  who  are  now  showing 
definite  behavior  problems  of  an  abnormal 
nature,  either  anti-social  in  character  or 
excessive  withdrawal  from  the  group,  also, 
such  cases  who  are  showing  pre-psychotic 
symptoms  or  who  present  neurological  con- 
ditions. 

“3.  Adults,  both  those  suffering  from  psy- 
chogenic factors  as  well  as  those  with 
definite  organic  conditions  of  the  central 
nervous  system. 

“4.  Institutional  cases,  both  normal  and 
abnormal.” 
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“The  clinic  is  interested  in  behavior 
problems,  particularly  in  children.  In  those 
cases  where  indicated,  intensive  therapeutic 
work  will  be  done  to  prevent  adult  malad- 
justment/’ 

Education  Of  Parents  And  Children 

The  author  in  a paper  published  in  the 
Delaware  State  Medical  Journal  in  August 
1949  stated: 

“ It  is  true  that  persons  begin  life 
with  certain  inherent  traits  and  tendencies. 
Comparatively  very  few  are  born  as  a 
diseased  ‘whole.’  In  order  for  this  individual 
with  such  a background  to  achieve  suc- 
cessfully his  goal  in  life  he  must  have  sur- 
roundings which  can  help  him  to  withstand 
the  daily  shocks  and  blows  of  his  environ- 
ment. To  learn  the  application  of  his  native 
talents  he  has  to  have  the  guidance  and  di- 
rection of  his  parents,  teachers  and  others 
who  become  the  child’s  immediate  environ- 
ment. Therefore,  it  is  obvious  that  you 
cannot  expect  such  adjustment  of  the  child 
unless  you  have  available  adequately  trained 
and  understanding  parents  and  teachers. 
In  the  past  it  has  been  a vicious  circle.  The 
child  having  a very  unfortunate  undesirable 
home  envirnoment  created  by  parents  and 
relatives,  goes  to  school  and  finds  himself 
surrounded  also  by  maladjusted  teachers, 
who  do  not  help  the  already  confused  child. 
This  is  the  beginning  of  the  child’s  future 
maladjustment  which  may  end  with  serious 
emotional  and  mental  outbursts.” 

“It  seems  to  me  that  there  should  be 
research  on  a national  scale  on  the  matters 
pertaining  to  the  education  of  the  parents 
and  teachers  of  our  children.” 

“In  recent  years  we  have  become  increas- 
ingly aware  of  the  problems  of  mental  health 
and  mental  illness.  We  also  recognize  the 
fact  that  it  is  necessary  to  go  beyond  the 
problem  of  the  acutely  ill  for  the  purpose 
of  prevention.  In  other  words  we  are  con- 
cerned now  more  about  mental  health  of 
the  so-called  normal  people.” 

“It  is  true  that  we  have  to  make  all  the 
necessary  provisions  for  early  treatment  of 
the  recognized  acutely  mentally  ill  and  that 


such  care  and  treatment  should  be  estab- 
lished adequately  in  all  public  mental  hos- 
pitals as  well  as  in  large  general  hospitals. 
However,  mental  hygiene  activities  should 
go  into  the  routine  of  kindergartens,  public 
schools,  industry,  the  public  sphere  of  ac- 
tivities, and  the  homes  of  the  families.” 

‘When  a child  is  found,  through  various 
facilities,  not  responding  to  extramural 
treatment,  he  should  be  hospitalized  in  a 
psychiatric  preventive  center  where  a well 
organized  team,  composed  of  psychiatrist, 
pediatrician,  psychologist,  social  worker, 
educator  and  others,  will  tackle  the  problem 
intelligently  and  understanding^.” 

“While  the  child  is  under  treatment  in 
the  Center,  plans  for  his  future  socialization 
in  the  community  must  be  worked  out  by 
the  staff.  It  would  be  a fallacy  to  allow  an 
adjusted  child  to  re-enter  into  the  sphere 
of  an  undesirable  existence.  Such  a planning 
program  should  incorporate  various  social 
outlets  in  additions  to  home,  school  and 
church.  Boy  scout  and  girl  scout  as  well  as 
various  recreational  and  educational  or- 
ganizations in  the  community  should  be 
utilized  appropriately.” 

Governor  Bacton  Health  Center 

“Having  the  above  philosophy  in  view, 
the  State  of  Delaware  established  the 
Governor  Bacon  Health  Center  primarily 
as  a psychiatric  preventive  hospital  for  chil- 
dren. The  Center  has  opened  various 
divisions  for  service  and  we  are  hoping  that 
within  the  next  few  months  it  will  be  prop- 
erly organized  to  give  the  maladjusted  chil- 
dren an  opportunity  to  overcome  their 
problems.  The  State  has  been  very  gen- 
erous and  has  appropriated  sufficient  funds 
for  such  a state-wide  activity  and  we  are 
hoping  to  be  able  to  show  in  a few  years 
the  justification  for  such  an  expenditure  on 
the  part  of  the  tax-payers.” 

The  author  in  a paper  published  in  the 
Delaware  State  Medical  Journal  in  August 
1950  stated: 

“ ...  In  the  past  twenty  years,  and 
particularly  in  the  past  five  years  the  courts 
of  the  State  of  Delaware  have  considered 
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the  act  of  crime  as  the  possible  result  of 
some  personality  defect  with  definite  emo- 
tional aberration,  and  for  this  reason  have 
referred  these  cases  for  examination  to  the 
State  Psychiatrist  and  the  Mental  Hygiene 
Clinic  of  Delaware.  This  group  includes 
cases  of  assault  and  battery,  indecent  ex- 
posure, homosexuality,  assault  on  children, 
obscene  letters,  arson,  and  similar  types  of 
offenses.  These  cases  have  been  carefully 
studied  by  the  court,  and  the  majority  of 
cases  of  a similar  nature  have  been  put  on 
probation  with  the  understanding  that  they 
should  use  the  extramural  psychiatric  fa- 
cilities of  the  State.  There  is  a healthy 
tendency  to  use  extra-mural  psychotherapy 
in  the  treatment  of  individuals  who  re- 
peatedly commit  the  same  type  of  offense. 
Many  of  these  cases  have  responded  to  such 
psychotherapeutic  approach,  however,  some 
of  the  cases  have  required  hospitalization. 
In  the  past  we  have  had  no  facilities  for 
accepting  nonpsychotic  aberrants  who  are 
criminally  inclined,  and  we  were  forced  to 
allow  them  to  remain  at  large.” 

For  Non-Psychotic  Abberrants 

“The  General  Assembly  of  1947,  recog- 
nizing the  need  of  a department  with  fa- 
cilities to  care  and  treat  cases  of  the  above 
nature,  amended  the  existing  laws  and 
authorized  the  State  Board  of  Trustees  to 
establish  a department  for  ‘criminally  in- 
sane adults  and  criminally  inclined  juven- 
iles.” 

Dr.  Harry  S.  Howard  and  Mr.  Leon  Petty 
in  their  paper  published  in  the  Delaware 
State  Medical  Journal  in  November  1960 
stated: 

“ . . . A considerable  portion  of  the  ado- 
lescent and  pre-adolescent  patients  exam- 
ined at  the  Mental  Hygiene  Clinics  in  Del- 
aware as  well  as  in  other  clinics  has  been 
involved  in  some  type  of  activity  which  may 
be  related  to  emotional  difficulty  and  more 
specifically,  to  delinquency.  This  behavior 
covers  a variety  of  transgressions  against 
social  patterns  and  undoubtedly  is  multi- 
causal  in  origin.  Thus  the  home  situation, 
family  economic  circumstances,  inherent 
characteristics,  etc.,  are  all  involved  in  the 


etiology  and  in  the  dynamic  development 
of  these  patterns  of  behavior.  Of  course, 
too,  these  deliquent  patterns  are  followed 
through  and  have  been  observed  at  this 
clinic  going  on  into  the  adulthood  of  some 
of  the  patients.  These  antisocial  activities 
have  been  seen  to  continue  into  adult  life.” 

“As  noted  above,  etiologic  factors  are 
multicausal  but  the  authors  feel  that  since 
the  child  spends  much  of  his  waking  time 
in  school,  the  contributing  factor  of  the 
school  environment  needs  further  consider- 
ation and  evaluation.” 

The  Academic  Problem 

“It  is  obvious  that  some  children  come 
to  school  well-poised,  emotionally  mature 
and  ready  for  the  interests  at  hand  while 
others  do  not.  However,  the  authors  wish 
to  stress  the  role  of  the  school  as  the  ‘at- 
tacker’ as  well  as  the  ‘attacked’  and  the 
effects  of  the  academic  problem,  and  more 
specifically,  the  reading  disabilities,  on  the 
total  emotional  life  of  the  individual,  on 
the  feelings  of  frustration,  inadequacy,  and 
the  subsequent  resentment.  All  reading 
activities  and  all  the  school  activities  come 
to  be  seen  as  dangerous  to  the  child  and 
avoidant  activities  replace  good  motivation. 
Though  it  is  obvious  that  a variety  of  re- 
actions may  take  place — neurotic  habit  dis- 
turbance, or  actingout  behavior — the  latter 
reaction  is  most  common  and  creates  the 
greatest  amount  of  ‘problem.’  ” 

“It  is  the  conclusion  of  the  authors  that 
the  school  curriculum  plays  a significant 
role  in  the  development  patterns  and  that 
the  cessation  of  academic  pressure,  par- 
ticularly as  this  involves  reading  activities 
(those  school  subjects  which  involve  read- 
ing directly)  might  best  be  considered  and 
a substitution  of  ‘action’  activities  (such  as 
might  lead  to  skilled  or  some  unskilled  em- 
ployment be  substituted.” 

“It  is  also  the  opinion  of  the  authors  that 
special  studies  are  needed  to  develop  special 
teaching  methods  with  children  who,  even 
in  the  first  grade,  are  already  showing  the 
‘tendencies’  and  that  these  methods  must 
cater  to  the  ‘practical’  reading  which  would 
be  required  for  ‘action’  activities.” 
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The  Objective 

The  objective  of  the  present  Department 
of  Mental  Hygiene  Clinics  under  separate 
administration , yet  under  the  jurisdiction 
of  the  State  Board  of  Trustees  is  the  same 
as  described  above  with  a definite  deter- 
mination to  increase  the  scope  of  preventive 
work,  particularly  in  children  and  senior 
citizens  of  the  State. 

The  preventive  psychiatric  work  was  em- 
phasized by  our  Governor  at  the  recently 
held  Annual  Governors’  Conference  in  Hon- 
olulu when  he  stated:  ‘Our  hope  at  present 
seems  to  lie  in  preventing  mental  illness 
while  professionals  in  the  various  fields 
diligently  develop  methods  of  curing  our 
nation’s  number  one  malady.” 

To  visualize  the  above  objective,  the 
Mental  Hygiene  Clinics  have  to  expand 
their  work  in  all  three  counties  as  well  as 
in  the  City  of  Wilmington.  This  will  re- 
quire additional  funds  to  increase  the  staff 
by  employing  an  additional  psychiatrist, 
psychologist,  social  workers  and  clerks. 

To  fortify  the  above  we  would  like  to 
quote  statements  from  the  recently  pub- 
lished book  by  the  Joint  Commission  on 
Mental  Illness  and  Health. 

The  Joint  Commission  on  Mental  Illness 
and  Health  (of  which  I was  an  active  mem- 
ber) “received  a mandate  from  Congress 
to  survey  the  resources  and  to  make  recom- 
mendations for  combating  mental  illness  in 
the  United  States.  An  extensive  study  has 
been  made  by  experts  under  the  sponsor- 
ship of  36  organizations  making  up  the 
Commission.”  The  final  report  is  presented 
in  the  Volume  under  “Action  for  Mental 
Health.”  This  report  includes  the  follow- 
ing findings  in  regard  to  mental  hygiene 
clinics. 

“Mental  health  clinics,  operated  as  out- 
patient extensions  of  mental  hospitals  or 
as  independent  service  agencies  in  the  com- 
munity, have  been  advocated  as  both  a 
supplementary  and  alternative  approach  to 
the  hospital  care  of  the  mentally  ill.  The 
clinics  suffer  from  the  same  deficiencies 
that  so  long  have  plagued  the  hospitals — 


understaffing  and  overcrowding  — except 
that  in  this  case  clinics  do  not  come  into 
being  or  continue  to  operate  if  professional 
personnel  cannot  be  found  for  them,  and 
the  overcrowding  is  confined  to  their  wait- 
ing lists  rather  than  to  hospital  wards.  The 
bottleneck  is  the  same  in  either  hospital  or 
clinic — the  professional  manpower  short- 
age.” 

What  Is  A Mental  Health  Clinic? 

“The  N.I.M.H.  defines  a mental  health 
clinic  as  ‘outpatient  psychiatric  services 
with  a psychiatrist  in  attendance  at  regu- 
larly scheduled  hours  who  takes  a medical 
responsibility  for  all  clinic  patients.’  Under 
such  supervision,  diagnosis  and  treatment 
may  be  carried  out  by  a psychologist  or 
social  worker.” 

“It  is  of  general  interest  to  note  the 
variety  of  clinics  fitting  this  description. 
Of  the  1294  total,  280  were  operated  by 
State  mental  hospitals,  250  were  operated 
by  other  State  agencies,  300  were  operated 
by  voluntary  agencies  with  State  aid,  400 
were  privately  operated,  and  64  were  op- 
erated by  the  Veterans  Administration. 
Some  750  served  children  and  adults,  400 
served  children  only,  and  144  served  adults 
only.” 

“Total  mental  health  clinic  patients  were 
estimated  at  379,000,  of  whom  197,000  (52 
per  cent)  were  children  under  eighteen 
years  and  182,000  (48  per  cent)  were 
adults.  Males  outnumbered  females  both 
for  children  and  for  adults.” 

“The  499  clinics  reporting  showed  a rapid 
turnover  during  the  year,  with  60  per  cent 
of  patients  being  newly  admitted,  10  per 
cent  readmitted,  and  30  per  cent  continued 
from  the  previous  year.  A person  became 
a patient  as  the  result  of  one  face-to-face  in- 
terview (or,  in  the  case  of  a child,  after  an 
interview  with  a parent  or  parent  substi- 
tute presenting  the  child’s  difficulty).” 

“The  most  common  diagnosis  for  chil- 
dren (36  per  cent)  was  ‘transient  situa- 
tional personality  disorder,’  meaning  a re- 
action appearing  to  be  an  acute  response 
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to  a situation  without  underlying  person- 
ality disturbance.  But  personality  disor- 
ders— meaning  a defect  of  behavior  patterns 
with  little  sense  of  anxiety  or  distress — 
and  mental  deficiency — a defeat  of  intel- 
ligence existing  since  birth — were  also  com- 
mon (21  to  17.6  per  cent,  respectively ).” 

The  Most  Common  Diagnosis  For  Adults 

“Among  adults,  personality  disorders 
were  most  common  (32  per  cent),  closely 
followed  by  psychoneurotic  disorders,  (30.9 
per  cent).  Psychotic  disorders  (19.5  per 
cent),  presented  the  third  largest  problem 
among  adults.  Psychoneurosis  was  defined 
as  a disorder  chiefly  characterized  by 
‘anxiety’  expressed  either  directly  or 
through  various  psychological  defense  mech- 
anisms. Phychosis  was  defined  as  a dis- 
order characterized  by  a varying  degree 
of  personality  disintegration  and  failure  to 
test  and  evaluate  external  reality  correctly. 
Schizophrenic  reactions  strongly  predomin- 
ated among  the  psychoses.” 

“Mental  Health  Clinics : Less  than  a 
fourth  of  the  counties  in  the  nation  have 
mental  health  clinics.  The  rest  usually 
lack  other  supportive  services  as  well.  Where 
there  are  clinics,  long  waiting  lists  are  al- 
most universal.” 

“Services  to  Mentally  Troubled  People: 
Persons  who  are  emotionally  disturbed — 
that  is  to  say,  under  psychological  stress 
that  they  cannot  tolerate — should  have 
skilled  attention  and  helpful  counseling 
available  to  them  in  their  community  if 
the  development  of  more  serious  mental 
breakdowns  is  to  be  prevented.  This  is 
known  as  secondary  prevention,  and  is 
concerned  with  the  detection  of  beginning 
signs  and  symptoms  of  mental  illness  and 
their  relief;  in  other  words,  the  earliest 
possible  treatment.  In  the  absence  of  fully 
trained  psychiatrists,  clinical  psychologists 
psychiatric  social  workers,  and  psychiatric 
nurses,  such  counseling  should  be  done  by 
persons  with  some  psychological  orienta- 
tion and  mental  health  training  and  access 
to  expert  consultation  as  needed.” 

“Mental  Health  Counselors : A host  of 
persons  untrained  or  partially  trained  in 


mental  health  principles  and  practices  are 
already  trying  to  help  and  to  treat  the 
mentally  ill  in  the  absence  of  professional 
resources.  This  was  made  clear  in  Com- 
munity Resources  in  Mental  Health.  With 
a moderate  amount  of  training  through 
short  courses  and  consultation  on  the  job, 
such  persons  can  be  fully  equipped  with  an 
additional  skill  as  mental  health  counselors; 
some  might  go  on  to  become  members  of 
the  mental  health  professional  team.” 

“Mental  Health  Consultants : Persons 

who  have  obtained  training  in  the  mental 
health  field,  such  as  psychologists,  social 
workers,  nurses,  family  physicians,  pedia- 
tricians, psychiatrists  with  particular  in- 
terest in  community  services,  mental  health 
communications,  and  case-finding — should 
be  available  for  systematic  consultation 
with  mental  health  counselors.” 

“Community  Mental  Health  Clinics: 
Community  mental  health  clinics  serving 
both  children  and  adults,  operated  as  out- 
patient departments  of  general  or  mental 
hospitals,  as  part  of  State  or  regional  sys- 
tems for  mental  patient  care,  or  as  inde- 
pendent agencies,  should  be  regarded  as  a 
main  line  of  defense  in  reducing  the  need 
of  many  persons  with  major  mental  illness 
for  prolonged  or  repeated  hospitalization. 
Therefore,  a national  mental  health  pro- 
gram should  set  as  an  objective  one  fully 
staffed,  full-time  mental  health  clinic  avail- 
able to  each  50,000  of  population.  Greater 
efforts  should  be  made  to  induce  more  psy- 
chiatrists in  private  practice  to  devote  a 
substantial  part  of  their  working  hours  to 
community  clinic  services,  both  as  consult- 
ants and  as  therapists.” 

Child  Psychiatrists  Needed 

For  Children:  Psychiatric  clinics,  provid- 
ing intensive  psychotherapy  for  children, 
plus  appropriate  medical  or  social  treatment 
procedures,  should  be  fostered  and,  where 
they  exist,  expanded.  Of  all  categories  of 
psychiatrists,  child  psychiatrists  are  in 
shortest  supply — children  being  especially 
trying  to  work  with  and  requiring  the  close 
cooperation  of  the  parents  and  infinite  pa- 
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tience  on  the  part  of  the  therapist.  The 
present  State  aid  proglam  is  insufficient  to 
provide  for  the  needs  in  this  area.  It 
should  be  expanded.” 

“The  first  step  in  management  of  any 
child  whether  he  represents  an  acutely  dis- 
turbed case  from  the  court  or  some  type 
of  learning  problem  in  school  is  a proper 
evaluation  of  the  disorder.  This  requires 
a complete  investigation  of  the  home  situa- 
tion, the  school  situation,  any  social  situa- 
tion other  than  school,  and  the  recreational 
and  other  peer  group  activities  of  the  child. 
In  addition,  a complete  health  inventory 
must  be  made,  including  physical,  psycho- 
logical, and  psychiatric  examinations.” 

“Treatment  of  the  child  will  ordinarily 
involve  an  intensive  type  of  psychotherapy 
centered  in  the  child,  plus  management  of 
the  family  and  environment.  In  many  in- 
stances, it  is  also  necessary  to  bring  one 
or  more  other  members  of  the  family  into 
a psychotherapeutic  relationship.  Often, 
the  therapy,  particularly  with  the  family 
members  and  sometimes  with  the  child,  can 
be  carried  on  by  a clinical  psychologist  or 
psychiatric  social  worker.  In  this  case,  the 
therapist  should  have  recourse  to  medical 
consultation  as  necessary.” 

“For  Adults : The  principal  functions  of 
a mental  health  clinic  serving  adults  (the 
majority  serve  both  adults  and  children) 
should  be  (1)  to  provide  treatment  by  a 
basic  mental  health  team  (usually  psychia- 
trist, psychologist,  and  social  worker)  for 
persons  with  acute  mental  illness,  (2)  to 
care  for  incompletely  recovered  mental  pa- 
tients, either  short  of  admission  to  a hos- 
pital or  following  discharge  from  the  hos- 
pital, and  (3)  to  provide  a headquarters 
base  for  mental  health  consultants  working 
with  mental  health  counselors.  The  func- 
tion of  such  a clinic  as  a center  of  mental 
health  education  for  the  public  is  of  in- 


cidental importance,  and  should  preferably 
be  left  to  other  agencies.” 

‘The  need  for  an  increase  in  the  number  of 
mental  health  clinics  is  obviously  extreme, 
inasmuch  as  less  than  a fourth  of  the  coun- 
ties in  the  nation  have  them.  Where  clinics 
exist,  the  waiting  lists  are  usually  so  long 
that  they  tend  to  defeat  the  clinic’s  purpose 
of  serving  the  community.” 

RESUME 

The  following  is  a resume  of  work  performed 
by  the  Mental  Hygiene  Clinics  of  Delaware  dur- 


ing the  year  ending  June  30,  1961: 

Old  Cases  Carried  over 693 

New  Cases  825 

Old  Cases  Reopened  159 


Total  Cases  1677 

The  above  work  is  divided  among  the  follow- 
ing four  divisions: 

Psychiatric  Division  759  cases 

( Total  neiv  and  reopened  cases) 

Psychology  Division  703  cases 

( Total  new  and  reopened  cases) 

Social  Service  Division  449  cases 

( Total  new  and  reopened  cases) 

Evening  Clinics  106  cases 

The  present  staff  is  composed  of  the  following: 

Mo. 

Director,  a fulltime  psychiatrist  1 

Assistant  Director,  (fulltime  psychiatrist)  . . 1 
Clinical  Director,  (fulltime  psychiatrist)  ...  1 

Chief  Psychologist  1 

Psychologists  2 

Chief  Social  Workers  2 

Social  Worker  Aides  2 

(one  fulltime  and  one  part-time) 


Vacancies  on  the  staff  are  as  follows: 

No. 


Psychiatrist,  fulltime  1 

Psychologists,  fulltime  2 

Social  Workers,  fulltime  2 

Social  Worker  Aide,  fulltime 1 


CLINICAL  APHORISMS 

Do  not  swallow  the  “valediction”  approach  to  tuberculosis  eradication  — 
there  are  still  many  “semi-gluteal”  attempts  at  tuberculosis  control.  The  “be- 
havioral scientists”  do  not  treat  the  patients.  Robert  V.  Cohen,  M.D.,  Clinical 
Professor  of  Medicine,  Temple  University  Medical  Center  Bulletin. 
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EXPANSION 

of  the  Delaware  Mental  Health  Program 


• Replacing  of  facilities,  expansion  of  pro- 
grams and  opening  the  hospital  staffs  to 
private  practitioners  are  some  of  the  methods 
being  recommended  to  implement  progress. 


Charles  K.  Bush,  M.D. 


Although  Delaware  has  stood  near  the 
top  of  the  states  for  a number  of  years  in 
the  services  which  it  provides  for  the  men- 
tally ill  and  the  mentally  retarded,  it  is 
impossible  for  it  to  stay  among  the  leaders 
unless  progress  is  continually  made.  Other 
states  are  adopting  newer,  proven  methods 
of  treatment  and  are  experimenting 
with  other  ideas  which  may,  any  day, 
revolutionize  our  concepts  of  the  manage- 
ment of  mental  and  emotional  problems. 
To  remain  static  is  to  lose  ground  steadily 
when  others  are  forging  ahead. 

In  order  to  remain  in  the  top  group, 
Delaware  must  have: 

(1)  More  professional  personnel; 

(2)  Better  physical  plants; 

(3)  A more  diversified  program  which 
will  give  each  patient  exactly  the 
type  of  treatment  which  is  best  for 
him,  at  the  earliest  possible  moment; 

(4)  Research  into  newer  methods  of 
treatment  and  diagnosis. 

Dr.  Tarumianz,  my  predecessor,  has  laid 
a strong  foundation  upon  which  this  super- 
structure must  be  built. 

There  is  a shortage  of  adequately  trained 


Dr.  Bush  is  Superintendent  of  the  Delaware  State  Hospital, 
Governor  Bacon  Health  Center,  Hospital  for  the  Mentally  Re- 
tarded and  Director  of  Daytime  Care  Centers  for  Severely  Re- 
tarded Children. 


professional  personnel  at  all  three  institu- 
tions. The  shortage  is  most  noticeable  in 
the  fields  of  medicine,  psychology,  nursing 
and  social  work,  but  other  types  of  ther- 
apists are  also  needed. 

The  shortage  of  physicians  is  most  acute 
in  the  grade  of  senior  or  supervising  psy- 
chiatrist. At  least  one  psychiatrist  in  this 
category  is  needed  at  both  Stockley  and 
Governor  Bacon  and  several  are  needed 
at  Farnhurst.  These  positions  require  a 
psychiatrist  who  has  passed  the  Board  ex- 
aminations in  psychiatry  of  the  American 
Board  or  its  equivalent.  Doctors  who  have 
passed  their  Board  examinations  are  not 
usually  content  to  remain  in  state  service 
unless  compensation  is  adequate  and  there 
are  enough  fringe  benefits  and  professional 
contacts  to  make  the  job  as  attractive  as 
private  practice.  Job  satisfaction  is  ex- 
tremely important  if  good  people  are  to 
be  retained. 

Psychologists  with  Ph.D.  degrees  are 
needed  at  two  of  the  institutions  to 
strengthen  departments  which  are  operat- 
ing at  a less  than  satisfactory  level.  In 
addition  to  testing  new  patients  and  re- 
testing those  who  have  been  in  the  institu- 
tion for  several  years,  psychologists  are 
needed  to  conduct  group  psychotherapy 
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and  to  assist  in  the  research  program.  These 
last  named  functions  have  been  virtually 
eliminated  because  of  the  shortage  of  staff. 

All  patients  should  have  nursing  super- 
vision around  the  clock,  but  many  services 
have  registered  nurses  on  duty  on  only  one 
shift,  with  one  registered  nurse  giving  only 
minimum  supervision  to  several  services 
during  the  remainder  of  the  24  hours.  This 
places  additional  responsibilities  on  attend- 
ants and  the  already  overworked  medical 
staff.  Psychiatric  nurses  are  trained  to  ob- 
serve patients,  to  foresee  trouble  and  pre- 
vent its  occurrence,  thus  saving  time  for 
all  personnel  and  helping  the  patient  to 
make  a better  adjustment.  Wards  with 
constant  nursing  supervision  are  usually 
cleaner,  better  organized  and  have  fewer 
“incidents.” 

Social  Workers  Important 

Social  workers  are  important  in  getting 
patients  admitted  properly  to  the  hospital, 
but  they  are  more  important  in  getting 
them  out  of  the  hospital  and  keeping  them 
out.  When  patients  are  sufficiently  recovered 
or  improved,  it  is  the  job  of  the  social 
worker  to  prepare  the  family  for  the  pa- 
tient’s return,  to  find  a foster  home  or 
boarding  home  if  there  is  no  interested 
family,  and  then  to  supervise  the  patient 
after  he  leaves  the  hospital  by  regular 
visits  and  counselling.  When  a patient 
has  to  return  to  the  hospital  because  of 
further  difficulties,  it  is  often  because  he 
has  not  had  sufficient  help  in  his  attempt 
to  adjust  to  normal  living  outside  the  in- 
stitution. 

The  replacement  of  obsolete  and  out- 
moded buildings  at  Farnhurst  and  Stockley 
has  started,  but  there  is  much  more  to  be 
done.  New  facilities  for  the  receiving,  medi- 
cal-surgical and  geriatric  services  are  needed 
at  the  State  Hospital  at  Farnhurst,  and  all 
the  residential  cottages  at  the  Hospital 
for  Mentally  Retarded  at  Stockley  should 
be  replaced  as  soon  as  possible.  Consider- 
ation must  be  given  in  the  very  near  future 
to  the  establishment  of  another  hospital 


for  the  retarded  in  the  northern  part  of 
the  state  and  one  for  the  mentally  ill  in 
the  southern  part  of  the  state.  The  new 
hospital  for  the  mentally  ill  should  prob- 
ably start  as  an  acute  treatment  center  of 
perhaps  fifty  beds  with  the  ultimate  idea 
of  a hospital  offering  all  services  but  not 
exceeding  200  beds.  The  hospital  at  Farn- 
hurst could  probably  be  cut  to  1200  beds 
by  that  time. 

Travelling  Distances  Present  Problem 

Relatives  of  patients  rightfully  complain 
of  the  long  distances  necessary  to  travel 
to  visit  the  patients  when  they  are  at  the 
other  end  of  the  state.  A small  unit  for 
the  retarded  in  New  Castle  County  would 
overcome  some  of  the  complaints  and  would 
increase  the  possibility  of  the  family  main- 
taining an  interest  in  the  patient.  Since 
there  is  a waiting  list  for  admission  to  the 
Hospital  for  the  Mentally  Retarded  and 
since  it  is  undesirable  to  increase  the  size  of 
the  hospital  at  Stockley,  a 100  bed  unit  in 
New  Castle  County  would  serve  to  elimin- 
ate the  waiting  list,  place  many  patients 
closer  to  their  homes  and  make  it  unneces- 
sary to  further  increase  the  bed  capacity 
of  the  existing  hospital. 

What  to  do  about  the  Governor  Bacon 
Health  Center  is  still  debatable.  Originally 
conceived  as  a hospital  for  emotionally 
disturbed,  pre-psychotic  and  psychotic  chil- 
dren, it  has  become  an  institution  for  many 
types  of  patients — crippled  children  and 
adults,  epileptics,  alcoholics  without  psy- 
chosis and  bed-ridden  geriatric  cases.  If 
the  Welfare  Home  could  care  for  the  geri- 
atrics and  crippled  patients  in  their  ex- 
panding facilities,  the  beds  thus  liberated 
could  be  used  to  much  better  advantage  in 
caring  for  the  emotionally  disturbed  and 
psychotic  children.  In  time,  the  alcoholics 
could  probably  be  absorbed  in  the  State 
Hospital  at  Farnhurst,  thus  returning  the 
institution  to  the  purpose  for  which  it  was 
originally  planned.  Some  replacement  of 
buildings  will  be  necessary  but  cannot  be 
intelligently  planned  until  the  future  of 
the  institution  is  determined. 
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Suggested  Programs  To  Implement  Progress 

New  programs  that  should  be  started  as 
soon  as  possible  include: 

(1)  A day  care  hospital  at  Farnhurst  for 
patients  who  need  a full  daytime  program 
of  psychotherapy,  occupational  therapy, 
recreation  and  vocational  training,  but  who 
would  be  able  to  be  in  their  own  homes  at 
night.  Such  a program  would  cost  about 
50  per  cent  of  the  amount  that  full-time 
in-patient  service  would  cost,  would  be 
available  to  those  patients  that  require 
more  than  out-patient  service  but  less  than 
full  hospitalization  and  could  be  used  as  a 
stepping  stone  for  those  in-patients  that 
are  almost  ready  to  be  discharged  to  out- 
patient care. 

(2)  A night  care  unit  for  those  patients 
who  can  continue  in  their  regular  employ- 
ment but  who  need  treatment  which  can 
be  given  in  the  evening  hours.  This  could 
also  be  used  for  patients  who  are  being 
considered  for  discharge  if  they  can  make 
an  adjustment  to  living  outside  the  hos- 
pital. They  could  work  outside  the  hos- 
pital, live  at  the  hospital  on  a full  pay 
basis  and  then  be  discharged  when  they 
have  demonstrated  the  ability  to  hold  a 
job  and  get  along  without  too  much  super- 
vision. Nightly  group  and  individual  psy- 
chotherapy, with  other  therapies  used  when 
needed,  would  be  available  to  this  group. 

(3)  Whereas  the  first  two  programs  could 
be  used  at  all  three  institutions,  the  third 
one  would  be  most  applicable  at  the  Gov- 
ernor Bacon  Health  Center.  This  would 
be  called  the  “week-end”  hospital  and  would 
be  mainly  for  those  alcoholics  who  seem  to 
have  little  difficulty  during  the  week  when 
they  are  working,  but  seem  to  revert  to 
the  bottle  when  time  drags  during  the 
week  end,  or  when  inter-family  difficulties 
may  make  abstainence  difficult.  These  pa- 
tients would  come  in  on  Friday  afternoon 
and  leave  Monday  morning  and  would 
have  a full  program  of  activities  during  the 
weekend. 


(4)  An  emergency  home  visit  program 
should  be  organized  which  would  be  avail- 
able to  any  physician  or  law  enforcement 
officer  in  the  state.  A team,  consisting  of  a 
psychiatrist,  a nurse  and  a social  worker 
would  be  on  call  at  all  times  to  visit  the 
home  where  there  is  a prospective  patient 
for  one  of  the  institutions  under  the  State 
Board  of  Trustees.  This  team,  after  inter- 
viewing the  prospective  patient  and  the 
relatives  in  their  normal  environment, 
would  decide  when  the  person  needed  in- 
patient care,  day  care,  out-patient  care  or 
some  guidance  from  the  family  physician 
or  minister.  This  would  perhaps  save  many 
admissions  to  the  hospital  and  would  as- 
sure that  the  person  would  receive  neces- 
sary care  at  the  earliest  possible  time. 

(5)  The  matter  of  open  staffs  at  the 
hospitals  was  freely  discussed  in  a recent 
symposium  at  Philadelphia  and  the  idea 
seems  to  have  considerable  merit.  Psychia- 
trists in  the  community  would  be  appoint- 
ed to  the  attending  staff  of  the  hospital, 
could  continue  to  treat  their  private 
patients  who  were  admitted  as  in-patients 
and  would  also  contribute  some  time  to 
indigent  patients  in  the  hospital.  General 
practitioners,  who  were  interested  in  fur- 
thering their  knowledge  of  psychiatry, 
would  be  appointed  to  the  courtesy  staff, 
would  be  able  to  follow  their  private  pa- 
tients during  their  hospitalization,  would  be 
invited  to  attend  lectures  and  participate 
in  other  professional  activities  at  the  hos- 
pital and  would  donate  some  time  to  the 
physical  care  of  indigent  patients. 

Obviously,  to  inaugurate  these  programs 
it  will  be  necessary  to  increase  the  pro- 
fessional staff  at  the  institutions  and  this 
means  an  increase  in  money,  up-grading 
salaries  and  improving  facilities.  The  ad- 
ministration and  the  Board  of  Trustees  of 
the  hospitals  will  need  the  help  and  en- 
couragement of  the  medical  societies,  their 
individual  members  and  all  groups  outside 
the  profession  who  are  interested  in  the 
best  treatment  for  the  mentally  and  emo- 
tionally ill  and  the  mentally  retarded. 
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URGENT 


• Four  cases  handled  on  an  out-patient  basis 
have  been  selected  by  the  author  to  demon- 
strate that  early  activity  on  the  part  of  both 
the  patient  and  his  therapist  can  result  in 
favorable  reactions. 


With  the  increased  acceptance  of  mental 
illness  as  an  illness  and  not  as  a failure, 
there  has  been  an  increased  demand  for 
psychotherapy  and  an  increasing  variety  of 
psychotherapists. 

Starting  with  the  orthodox  psychoan- 
alyses with  its  tremendous  time  consump- 
tion and  its  subsequent  lack  of  availability 
of  therapists  there  have  been  innumerable 
psychotherapists,  directive  and  non-direc- 
tive, etc.,  with  the  added  number  of  fringe 
types,  all  seemingly  designed  to  confuse 
therapist  and  patient  as  well. 

One  is  struck  by  the  frequently  offered 
assumption  that  most  psychiatric  patients, 
psychotic,  neurotic,  etc.,  are  so  deficient  in 
ego  strength  that  the  therapist  must,  from 
the  beginning,  serve  in  locus  parentis  and 
with  the  added  assumption  that  the  patient 
will  have  to  be  “carried.”  While  the  thought 
that  the  physician  should  serve  as  the 
mirror  of  the  patient’s  personality  may  be 
satisfactory  where  long  drawn  out  therapy 
is  anticipated  and  possible,  it  is  the  opinion 
of  the  author  that  this  is  impractical  in  the 
treatment  of  the  average  emotional  prob- 
lem when  time  is  not  available  or  when  the 
patient’s  neurotic  symptoms  or  character- 
disturbances  are  proceeding  rapidly  down- 
hill. This  technic  fails  to  consider  the  pa- 
atient’s  actual  “strengths”  and  current  situ- 
ations. 


Dr.  Howard  is  Assistant  State  Psychiatrist  and  Assistant  Direc- 
tor of  Mental  Hygiene  Clinics  of  Delaware. 


Harry  S.  Howard,  M.D. 

It  is  indeed  surprising  to  find  that  many 
patients  have,  by  the  time  they  come  to 
treatment,  a basic  “transference  readiness’ 
which  can  be  developed  and  utilized  very 
rapidly  and  in  which  the  patient’s  ego 
strength  is  utilized  fully.  The  author  feels 
that  once  the  patient’s  symptoms  and  de- 
fenses are  understood,  a great  deal  of  in- 
terpretation is  advisable.  To  undertake  a 
treatment  procedure  which  calls  for  a long 
history,  long  drawn  out  and  studied  rela- 
tionships with  passive  and  non-directive 
technics,  in  a disturbed  neurotic,  or,  a de- 
pressed and  possibly  suicidal  individual,  or 
a serious  alcoholic,  is  as  effective  as  a con- 
ference on  how  best  to  put  out  a blazing 
fire. 

In  twelve  years  of  serving  in  a clinic 
setting  in  an  atmosphere  where  diagnosis, 
therapeutic  recommendations,  and  therapy 
must  be  made  urgently,  the  writer  has 
found  it  necessary  to  develop  time  saving 
techniques  which  have,  by  and  large, 
worked  out  satisfactorily. 

The  basic  premise  utilized  has  been  that 
the  patient  has  a degree  of  ego  strength  and 
that  he  must  be  picked  up  “where  he  is.” 
With  this  in  mind,  then,  even  though  a 
complete  history  is  readily  available,  and 
frequently  including  a good  psychological 
examination  report,  the  patient  is  asked  to 
give  his  chief  complaint  in  detail,  his  back- 
ground, and  his  current  reaction  to  those 
people  who  are  close  to  him.  However, 
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this  is  done  essentially  to  establish  rapport 
with  the  patient  and  he  is  not  allowed  to 
ramble.  In  many  cases  an  attempt  to  in- 
terpret conflicts  and  resistances  is  made, 
even  in  the  first  interview.  The  patient 
is  invited,  informally,  to  discuss  these  early 
interpretations  and  in  this  manner  a con- 
siderable amount  of  “activity”  is  developed 
for  both  the  patient  and  the  therapist  with 
the  patient  having  been  given  the  respon- 
sibility to  look  at  his  conflicts  and  so  to 
increase  his  degree  of  self-esteem.  He  be- 
gins to  think  about  his  problems  rather  than 
his  symptoms. 

In  some  cases,  where  there  appears  to 
be  a more  than  average  degree  of  intelli- 
gence and  fair  ego  strength,  the  patient  is 
asked  to  write  a report,  in  the  form  of  a 
letter,  of  his  first  interview  and  of  his  (or 
her)  reactions  to  it.  The  writer  uses  this 
innovation  (even  though  the  patient  is  told 
that  he  need  not  mail,  or  even  bring  the 
report  in  unless  he  wishes  to  do  so)  in 
order  to  quickly  crystallize  patient-thera- 
pist reactions  and  to  create  an  emotional 
involvement  with  his  problems  (and  not 
with  his  symptoms). 

Occasionally  patients  have  spontaneously 
followed  up  this  “report”  with  other  “re- 
ports.” Occasionally,  too,  this  has  been 
interpreted  to  the  patient  as  a measure  of 
that  patient’s  wish  to  “perform”  and  so  to 
be  allowed  a dependent  relationship. 

As  has  already  been  mentioned,  activity 
in  terms  of  challenging  all  defenses  and  re- 
actions by  the  therapist  constitutes  the 
“core”  of  the  treatment  philosophy  and 
the  work  is  never  allowed  to  “go  dead.” 
Generally  speaking,  therapy  is  brief  and 
the  results  are  gratifying. 

A few  brief  illustrations  follow.  Some 
have  been  oversimplified: 

Case  A:  Alcoholic  and  gambling  addict. 
“A”  was  referred  through  the  efforts  of  his 
landlady  and  her  husband.  He  had  been 
married  twice,  was  divorced  from  his  first 
wife  and  separated  from  his  second  wife. 
He  had  been  a successful  automobile  sales- 


man. His  income  appeared  to  be  adequate. 
His  first  wife  had,  in  her  own  right,  man- 
aged a successful  business.  His  second 
wife  continued  to  work  throughout  their 
brief  marriage.  His  history  was  one  of 
serious  weekend  drinking.  His  contribu- 
tions to  his  bookies  used  up  the  remainder 
of  his  income  and  a good  share  of  his  wife’s 
as  well.  He  was  obviously  a serious  oral 
character.  As  was  evident,  efforts  in  his 
behalf  by  friends  proved  fruitless. 

He,  himself,  while  verbalizing  some  con- 
cern and  anxiety  regarding  his  situation, 
actually  came  reluctantly  and  apparently 
only  to  please  his  friends.  He  spoke  of 
the  loss  of  his  jobs,  the  estrangement  from 
his  wife  and  child,  but  he  was  not  really 
“involved.”  Instead  he  seemed  to  be  an- 
xious to  tell  the  writer  that  his  friends  were 
interested  in  him,  that  his  landlady  was 
kind  to  him  and,  indeed,  treating  him  as 
one  of  the  family. 

The  interpretation  made  at  this  first 
session  was  that  he  seemed  to  feel  content 
with  the  privileges  of  the  kitchen  and  was 
willing  to  forego  the  privileges  of  the  bed- 
room. (His  drinking  suggested  that  indeed 
he  was  not  happy  with  the  arrangement.) 
The  therapist  rejected  this  lip  service  kind 
of  defense  and  insisted  that  the  patient 
become  involved  with  his  treatment. 
Though  his  friends  offered  to  pay  for  his 
treatment  this,  too,  was  rejected  by  the 
therapist,  and  “A”  was  made  responsible 
for  the  cost  of  his  treatment.  “A”  ap- 
parently startled  by  this  interpretation  and 
management  stopped  drinking,  immedi- 
ately made  a successful  attempt  to  get  his 
job  back  and  moved  in  the  direction  of 
re-establishing  his  home.  Unfortunately, 
the  success  story  ended  four  weeks  later 
for  reasons  unknown  but  probably  related 
to  conflicts  which  developed  when  the  ther- 
apist had  to  cancel  an  appointment. 

The  case  is  of  interest  in  that  it  illus- 
trated early  “activity”  on  the  part  of  the 
therapist  in  a character  disorder  which 
promised  little  in  the  way  of  prognosis.  Of 
interest,  too,  is  the  fact  that  the  total 
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amount  of  time  spent  with  him  was  ap- 
proximately four  hours.  It  should  be  added 
that  though  the  therapist  has  had  no  fur- 
ther contact  with  him,  and  though  he  had 
a “break/’  he  is  again  employed  and  work- 
ing. 

Case  B:  “B”  was  seen  in  consultation 
with  another  agency.  Thus,  he  could  be 
seen  in  only  one  session  and  treatment 
recommendations  were  requested. 

He  had  a history  of  stomach  ulcers  over 
an  extended  period  of  time  and  had  been 
treated  conservatively  with  diet,  antacids, 
etc.  No  one  had  attempted  a psychiatric 
approach  prior  to  that  time. 

He  was  invited  to  give  his  history  in  the 
manner  already  discussed  and  after  a brief 
period  in  which  rapport  was  established, 
the  emotional  component  was  suggested  in 
terms  of  his  “griped  gut.”  He  asked  for 
an  explanation  and  in  so  doing  revealed 
a reasonably  strong  ego.  His  reaction  to 
the  “intellectualized”  explanation  was  “why 
hadn’t  someone  told  me  this  before?”  and 
an  apparent  relaxation. 

The  case  was  of  particular  interest  be- 
cause the  patient  was  able  to  use  a good 
residual  ego  strength  to  accept  an  unusually 
early  interpretation  with  an  obvious  reduc- 
tion in  anxiety. 

Total  time  actually  used  was  fifty 
minutes. 

Case  C:  “C”  had  been  referred  to  the 
clinic  by  his  family  physician.  His  chief 
complaint  was  ejaculatio  praecox. 

Background  information  revealed  a domi- 
nating and  aggressive  mother  with  a fearful 
and  passive  father.  “C”  had,  himself,  been 
married  twice,  each  time  to  an  aggressive 
and  demanding  woman.  His  first  marriage 
ended  in  divorce  when  his  wife  became  in- 
volved in  an  open  affair  and  when  he,  him- 
self, had  suffered  a serious  economic  set- 
back. 

His  “letter,”  quoted  in  part,  stated  “I 
am  afraid  our  interview  started  with  my 


being  quite  taut,  nervous — ill  at  ease.  I 
can  see  that  some  of  the  things  left  unsaid 
were  as  leading  as  those  spoken — my  ‘get- 
ting even,’  the  feeling  of  wanting  to  be 
mothered  and  yet  rejected — and  though  I 
didn’t  like  to  admit  it,  this  ‘mothering  bit’ 
does  make  sense,  and  to  accomplish  it  I 
have  been  using  the  ‘tired  boy’  device  — 
headache,  indigestion,  etc.  . . .” 

Improvement  was  seen  after  the  first 
interview  and  maintained  fairly  well.  He 
was  able  to  “stand  up  to”  his  wife  and  to 
make  a decision  regarding  a change  in  his 
employment.  Sexual  function  was  quite 
satisfactory. 

The  case  is  of  interest,  again,  in  that  “C” 
was  able  to  utilize  his  good  “intelligence” 
in  working  through  his  problem  and  quickly 
translating  symptoms  into  conflicts. 

Case  D:  “D”  was  referred  to  the  clinic 
by  his  physician  essentially  because  of 
“depression.”  He  was  gainfully  employed 
as  an  unskilled  worker  and  had  a history 
of  having  been  a steady  dependable  worker 
over  a period  of  many  years. 

The  onset  of  his  symptoms  dated  from 
the  termination  of  a common  law  marriage 
to  an  older  woman.  (“The  mother  figure 
had  rejected  him.”) 

He  had,  in  spite  of  his  good  working 
habits,  marked  feelings  of  inadequacy  with 
an  over-all  need  to  “beg”  acceptance  from 
his  peers  on  their  terms,  and  it  was  obvious 
that  they  were  taking  advantage  of  him. 
Indeed,  it  was  this  situation  which  was  first 
attacked  as  a problem  when  the  patient 
confided  that  he  had  loaned  a considerable 
amount  (for  him)  of  money  to  a friend  and 
that  the  friend  was  taking  no  steps  to  re- 
turn it  as  promised.  He  was  constantly 
“doing  favors”  for  people  who  had  learned 
to  expect  them  and  without  return  or  gra- 
titude. Aggressive  action  in  these  and 
similar  situations  was  encouraged  and  acted 
on  by  the  patient  with  a considerable  in- 
crease in  his  self-esteem  and  with  the  dis- 
appearance of  the  depression. 


326 


November,  1961 


DYNAMIC  PLANNING 

in  the  Field  of  Mental  Retardation. 


• The  value  of  a society  could  be  judged  by 
the  extent  to  which  it  cared  for  those  of  its 
members  unable  to  care  for  themselves. 


Michael  Elyan,  M.D. 


In  1946  the  American  Association  on 
Mental  Deficiency  estimated  that  7%  of 
the  population  is  mentally  or  intellectually 
deficient. 

If  we  are  to  plan  dynamically  for  the 
rehabilitation  of  the  mentally  handicapped, 
we  must  have  positive  goals  in  view.  These 
should  correlate  prevention,  diagnosis,  re- 
search, and  habilitative  procedures.  Hope 
for  eventual  eradication  of  mental  retarda- 
tion lies  in  research,  which  should  be  both 
of  clinical  and  laboratory  nature. 

In  recent  years,  there  has  been  a pro- 
found and  significant  advance  in  respect 
to  the  treatment  of  the  mentally  sub- 
normal. Light  is  at  last  penetrating  the 
darkness. 

The  psysiotherapists,  speech  therapists, 
psychiatrists,  sociologists,  orthopedic  sur- 
geons, neurosurgeons,  and  pediatricians  are 
all  contributing  their  quota  towards  the 
rehabilitation  of  the  mentally  handicapped. 

The  defects  ocurring  in  many  inborn 
errors  of  metabolism  are  now  being  identi- 
fied. To  give  a few  examples: 

(1)  In  Congenital  Galactosemia  the  un- 
derlying defect  is  the  absence  of  the  en- 
zyme phospho-galactose  uridyl  transferase 
(Isselbacher  1957)  which  catalyses  the  first 
stage  of  the  conversion  of  galactose- 1-phos- 
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phate  to  glucose;  this  results  in  an  inability 
to  metabolize  galactose,  and  causes  intoler- 
ence  to  milk  which  characterizes  the  condi- 
tion. The  diagnosis  is  established  by  the 
finding  of  a markedly  elevated  galactose 
tolerance  test  and  galactose  in  the  urine. 

In  order  to  prevent  the  development  of 
mental  retardation,  hepatic  damage  causing 
jaundice,  hepatomegaly,  splenomegaly  and 
cataracts,  early  diagnosis  and  treatment  is 
mandatory. 

Treatment  is  effective  if  the  patient  is 
given  a completely  lactose  free  diet. 

(2)  Phenylketonuria  is  due  to  a defici- 
ency of  the  hepatic  enzyme  phenylalanine 
hydroxylase  which  normally  transforms 
phenylalanine  to  tyrosine. 

In  Phenylketonuria  there  is  progressive 
brain  damge  and  severe  mental  deficiency. 
It  should  be  borne  in  mind  that  the  ferric 
chloride  test  is  not  positive  until  after  the 
third  week.  This  test  is  only  a rough  indi- 
cation of  the  presence  of  phenylpyruvic 
acid.  The  serum  phenylalanine  should  al- 
ways be  estimated. 

Treatment  consists  of  giving  diets  low 
in  phenylalanine,  such  as  Lofenelac  begin- 
ning in  the  neonatal  period.  This  can 
prevent  the  development  of  mental  defici- 
ency. 

Concomitant  with  the  work  in  the  field 
of  inborn  errors  of  metabolism,  there  are 
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being  discovered  a number  of  disease  en- 
tities which  are  often  associated  with  men- 
tal retardation  and  which  appear  to  be  due 
to  the  presence  of  an  abnormal  number  of 
abnormal  complement  of  chromosomes  in 
metaphase  nuclei  of  the  involved  patients. 
Mongolism  is  probably  the  most  common 
of  these  hypersomic  conditons.  Most  mon- 
goloid  patients  who  have  been  studied  have 
47  chromosomes.  However,  there  have  been 
reports  of  mongoloids  with  typical  features 
who  have  46  chromosomes. 

Special  techniques  have  recently  become 
available  whereby  it  is  possible  to  detect 
patients  with  chromosomal  abnormalities. 
Such  patients  are  frequently  mentally  re- 
tarded and  accordingly  it  would  seem  wise 
to  apply  these  techniques  (buccal  smear, 
blood  smear  for  interphase  nuclei  and  bone 
marrow  and  tissue  culture  for  metaphase 
nuclei)  to  all  patients  in  which  any  of  the 
following  are  present: 

1.  The  history  indicates  that  the  parents 
were  of  advanced  age  at  the  time  of  the 
patient’s  conception;  or  that  the  parents 
were  exposed  to  certain  drugs,  irradiation 
or  viral  diseases  during  gametogenesis  or 
pregnancy. 

2.  A history  of  mongolism,  sterility  or 
mental  retardation  of  no  known  definite 
genetic  type  in  other  members  of  the  family. 

3.  The  presence  of  color  blindness,  or 
other  known  sex-linked  characteristics,  in 
female  patients. 

4.  The  presence  of  marked  or  multiple 
congenital  abnormalities. 

5.  Abnormalities  of  the  reproductive 
system  or  of  secondary  sex  characteristics 
including  sterility  and  amenorrhea.  (Stim- 
son,  Cyrus  W.  1961) 

It  seems  clear  that  future  investigations 
in  the  field  of  genetics  will  offer  a greater 
understanding  of  mental  retardation. 

It  is  accepted  now  that  rehabilitation 
for  the  moderately  sub-normal  should  mo- 
tivate a two-fold  purpose,  namely  occupa- 


tional therapy  and  the  training  in  the  art 
of  living.  One  does  not  help  an  adolescent 
to  deal  wisely  with  money  by  always 
handling  it  for  her,  how  to  choose  clothes 
by  ordering  them  in  bulk  from  the  stores, 
how  to  deal  with  sex  problems  by  complete 
segregation,  how  to  travel  by  sending  her 
under  escort,  or  how  to  cope  with  all  the 
problems  merely  by  a system  of  punish- 
ments and  rewards.  At  all  costs,  regimenta- 
tion must  be  avoided.  Starting  with  simple 
journeys  on  foot  to  explore  their  neighbor- 
hood until  they  can  cope  single-handed 
with  quite  frequent  journeys  by  train  and 
bus,  learning  to  use  the  telephone,  how  to 
carry  verbal  messages  reliably,  and  how  to 
do  the  shopping;  these  are  all  very  im- 
portant procedures.  In  addition,  a coun- 
selling service  which  anticipates,  deals  with, 
and  smooths  out  difficulties  is  a vital 
service  to  the  sub-normal. 

In  planning  rehabilitation  procedures, 
basket  making,  mat  making  or  other  works 
of  art  are  adequate  for  the  permanent  cus- 
todial sub-normals.  But  such  occupations 
are  seldom  regarded  as  work  by  the  sub- 
normals who  are  being  trained  to  return  to 
society,  these  occupations  are  really  only 
hobbies  to  be  pursued  in  unoccupied  hours. 
Traditional  institutional  methods  of  train- 
ing are  not  only  limited  in  scope  but  often 
out  of  touch  with  reality.  There  is  urgent 
need  for  pre-industrial  training  which  ca- 
ters for  production  of  a multitude  of  dif- 
ferent type  of  goods,  and  aims  at  teaching 
the  virtues  of  time-keeping,  general  and 
work  behavior.  In  fact,  it  is  essentially 
a training  for  those  who  will  eventually 
become  unskilled  workers  and  should  have 
some  experience  in  operating  simple  modern 
industrial  machines,  while  always  avoiding 
a factory  atmosphere. 

Some  degree  of  self  government  should 
be  implemented  in  small  groups  of  patients, 
which  is  surely  the  most  effective  way  to 
instill  a sense  of  responsibility. 

Let  us  look  at  a few  of  the  objections 
that  are  raised.  It  is  asserted  that  the 
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mixing  of  the  sexes  in  institutions  will  sap 
the  foundation  of  common  morality.  But 
an  approach  to  breaking  down  segregation 
must  be  implemented  if  we  are  to  train 
the  sub-normal  for  a possible  return  to 
ordinary  life.  Moreover,  recent  experi- 
ments in  many  institutions  throughout  the 
world  have  proved  that  free  asociation  be- 
tween both  sexes  in  those  suffering  from 
mental  retardation  does  not  lead  to  dire 
consequences  so  frequently  predicted.  In 
such  an  experiment  carried  out  at  a hospital 
in  Norway  not  one  single  girl  became  preg- 
nant, though  circumstances  might  have 
facilitated  it. 

Futhermore,  such  integration  replacing 
the  massive  wall  of  tradition  and  prejudice 
will  serve  the  purpose  of  overcoming  a great 
deal  of  homosexuality  which  exists  so  fre- 
quently in  the  strictly  segregated  institu- 
tions. 

It  is  very  vital  that  adequate  monetary 
reward  be  given  for  services  rendered  by  the 
patients  within  the  hospital.  This  enables 
them  to  purchase  the  things  they  like. 
Moreover,  in  the  higher-grade  sub-normals, 
there  is  no  reason  why  they  should  not 
dine  out  at  restaurants.  In  Norway  where 
it  is  freely  practiced  it  does  not  arouse  any 
animosity  among  the  ordinary  public  or 
the  waiters.  In  some  of  the  hospitals  in 
Norway  many  patients  of  all  ages  have  for 
years  kept  company.  The  men  and  women 
give  each  other  presents  and  indeed  on 
birthdays  and  other  celebrations  the  female 
partner  will  often  make  special  treats  for 
the  male.  At  such  celebrations  the  staff 
are  invited  to  participate.  The  patients 
are  well  adjusted  and  no  special  sex  edu- 
cation is  given.  In  some  of  the  institutions 
in  Norway  former  patients  have  been  hap- 
pily married  for  quite  a while  and  are 
earning  a good  living. 

In  Birmingham  at  Monyhull  a social  club 
has  been  established  with  membership  open 
to  both  sexes.  The  club  meets  one  night 
per  week  from  7 to  9 in  the  canteen  or 
assembly  hall.  Everything  stops  for  tea 
and  biscuits  at  8 o’clock.  The  tea-making, 


serving,  and  washing  up  is  done  by  the 
men  and  women  on  a rotating  basis.  The 
committee  members  choose  their  own  sec- 
retary. Membership  is  cancelled  if  any 
patient  loses  his  job  in  the  hospital. 

Compared  with  the  normal  youth  clubs, 
this  club  is  not  only  easier  to  run,  but  the 
behavior  of  the  members  is  definitely  super- 
ior to  outside  youth  clubs.  Not  one  single 
incident  resulting  in  the  expulsion  of  a 
member  on  account  of  relationship  with 
the  opposite  sex  has  occurred. 

Tizzard  (1960)  carried  out  a very  import- 
ant experiment  this  year  in  England.  He 
based  his  work  on  Doctor  Lyle’s  observa- 
tion “that  institutional  children  are  par- 
ticularly retarded  in  all  aspects  of  knowl- 
edge and  speech  and  understanding  as 
compared  with  similarly  mentally  handi- 
capped children  who  live  at  home.  The 
older  the  institutionalized  children,  the 
greater  becomes  the  discrepancy  between 
their  achievements  and  capabilities  and 
those  of  comparable  children  brought  up 
in  their  own  homes.  It  is  clear,”  he  con- 
tinued, “that  institutional  care  warps  and 
stunts  the  development  of  already  seriously 
handicapped  children. 

Tizzard  selected  32  children,  divided  into 
16  pairs  consisting  of  9 boys  and  7 girls. 
Half  of  them  were  mongoloids  and  the  rest 
suffered  from  severe  brain  injury.  Their 
average  age  was  seven  and  a half  years 
and  their  average  I.Q.  was  less  than  25 
points.  In  personal  independence  they  av- 
eraged about  3 Y2  years.  He  placed  them  in 
a nursery  in  the  form  of  small  groups  of 
families  and  they  were  cared  for  by  “house 
mothers”  whose  training  was  in  the  man- 
agement of  problems  of  normal  children. 
They  were  not  nurses.  Thus,  as  far  as 
possible  the  home  atmosphere  was  imple- 
mented. The  whole  program  was  based  on 
nursery  school  lines,  with  no  formal  cur- 
riculum. 

The  children  by  and  large  selected  their 
own  play  materials  and  activities  in  con- 
formity with  their  interests.  There  were 
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also  group  activities.  The  children  helped 
about  the  house,  just  as  normal  children 
do,  making  beds,  setting  tables,  etc.  Of 
course,  opportunities  for  creative  activities 
such  as  painting,  clay,  sandpits,  doll-play, 
boxes  and  blocks  were  carried  on. 

When  these  children  first  entered,  they 
were  largely  mute,  nor  could  they  play  with 
one  another.  Most  of  them  would  hit  out, 
bite  and  have  violent  rages.  They  showed 
no  preference  for  any  one  adult.  After  six 
months  their  pathological  behavior  im- 
proved greatly.  They  can  now  play  with 
other  children  and  are  able  to  do  a lot  more 
for  themselves.  They  are  affectionate, 
happy  children,  busy  and  interested  in  what 
they  are  doing.  They  are  energetic  and 
full  of  fun.  After  one  year  the  children 
increased  by  eight  months  in  mental  age, 
as  against  a similar  group  of  children  suf- 
fering from  the  same  conditions  who  were 
still  residing  in  an  institution  and  who 
showed  no  improvement  in  their  mental  age. 

This  experiment  demonstrates  that  it  is 
possible  to  motivate  such  a group  of  chil- 
dren to  live  much  richer  and  happier  lives, 
resulting  in  greater  intelligence  and  greater 
maturity.  They  become  less  fearful  and 
neurotic  and  are  more  socially  competent. 

Inevitably  some  return  after  discharge 
following  a spell  of  successful  living  in  the 
community.  But  after  all  we  don’t  con- 
sider a person  who  has  to  return  to  a men- 
tal or  general  hospital  as  hopeless,  so  why 
be  so  stringent  in  our  criteria  for  the  sub- 
normal. Many  normal  folk  require  tonics, 
stimulants,  sleeping  pills,  rest  cures,  etc., 
to  maintain  working  efficiency  and  break- 
down after  recovery.  Large  numbers  of 
discharged  sub-normals  lead  useful,  quite 
uneventful  lives.  If  an  odd  one  hits  the 
headlines  by  committing  a serious  crime, 
it  doesn’t  mean  that  there  are  hordes  of 
criminals  being  let  loose  to  destroy  us.  One 
must  anticipate  the  occasional  breakdown 
in  the  sub-normal  too. 

The  importance  of  , environmental  and 
social  opportunties  are  of  vital  significance. 


In  England  almost  60  per  cent  of  the  popu- 
lation have  I.Q.’s  slightly  below  the  average 
normal  of  100,  yet  most  are  engaged  in 
gainful  occupation  and  are  well  adjusted 
people.  Those  with  I.Q.’s  of  50-70  are 
usually  casual  laborers,  those  with  I.Q.’s 
of  85-100  manage  to  hold  down  simple 
commercial  jobs.  Of  course,  when  crises 
or  unemployment  occur  these  often  fall  by 
the  wayside. 

An  American  investigator  carried  out  a 
follow-up  for  15  years  of  discharged  sub- 
normals all  with  I.Q.’s’  below  70.  There 
were  151  sub-normals.  Approximately  80% 
married  and  21%  were  divorced,  which  is 
below  the  national  average  of  the  United 
States.  Their  homes  were  mostly  clean, 
most  had  jobs.  Eighty-three  per  cent  of 
the  group  were  economically  independent 
and  about  half  had  been  in  the  same  em- 
ployment or  type  of  employment  from  3 
to  15  years.  Most  were  doing  unskilled 
jobs.  Approximately  80%  had  children. 
The  school  records  of  these  children  showed 
nearly  all  to  have  satisfactory  careers,  their 
I.Q.’s  average  95  which  is  only  very  little 
below  average  normal  of  100. 

In  a Christian  society  it  is  our  duty  to 
ensure  that  handicapped  children  are  given 
the  best  opportunities  that  medical  research 
can  offer  and  that  their  functional  poten- 
tials are  developed  to  the  utmost  limit  of 
their  capacities. 

Francis  Thompson  wrote: 

Know  You  What  It  Is  To  Be  A Child? 

It  is  something  very  different  from  the  man 
of  today. 

It  is  to  be  so  little  that  elves  can  whisper 
in  your  ear.  It  is  to  turn  pumpkins  into 
coaches  and  mice  into  horses,  lowliness  into 
loftiness,  and  nothing  into  everything.  It 
is  to  live  in  a nutshell  and  count  yourself 
king  of  infinite  space. 
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MENTAL  RETARDATION: 

A Family  Portraitt 


• The  following  family  portrait  is  offered  as 
an  aid  in  understanding  the  whole  family  con- 
stellation when  dealing  with  the  retarded 
individual  . . 


The  etiology  and  treatment  of  mental 
retardation  has  been  the  subject  of  much 
investigation  and  research  for  the  past 
several  decades.  In  addition  to  numerous 
physiological  and  genetic  abnormalities  of 
the  central  nervous  system,  there  are  also 
a multiplicity  of  contributory  factors  such 
as  specific  infections,  allergic  responses  and 
other  prenatal,  perinatal  and  postnatal  con- 
ditions. Also  there  are  important  psycho- 
logical factors  which  must  be  considered 
in  any  discussion  of  the  attitudes,  etiology, 
prevention  and  understanding  of  mental 
retardation.  The  following  family  study 
is  reported  in  an  effort  to  illustrate  the 
various  facets  of  the  problem  of  mental 
deficiency. 

This  case  was  referred  to  the  State 
Mental  Hygiene  Clinic  from  the  Child 
Welfare  Division  of  the  Department  of 
Public  Welfare  in  June,  1959.  It  concerns 
the  children  of  Richard  and  Anne  Smith, 
parents  of  Richard,  Jr.,  born  March  24, 
1952;  Morris,  born  August  19,  1953;  Peter, 
Born  April  24,  1955;  Wilbur,  Born  August 
15,  1956;  Anthony,  born  October  24,  1957 
and  Loretta,  born  May  23,  1959.  The 
referral  stated:  “We  are  requesting  evalu- 
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ation  and  recommendation  concerning  the 
best  possible  plans  for  the  above  named 
children.  Custody  of  these  children  was 
awarded  to  the  State  Department  of  Public 
Welfare  in  a Family  Court  hearing  in  June, 
1959,  and  they  have  been  placed  tempor- 
arily in  foster  homes.” 

The  worker  stated  that:  “These  children 
have  been  victims  of  severe  physical  neglect 
for  most  of  their  lives.  They  have  been 
living  with  their  parents  in  a small  house, 
which  is  verminous  and  extremely  filthy. 
They  have  been  almost  constantly  dirty, 
have  seldom  been  diapered  and  have  been 
taught  no  toilet  habits.  Richard  has  been 
attending  Opportunity  Classes  and  we  un- 
derstand from  the  school  that  he  may  be 
eligible  for  the  Hospital  for  the  Mentally 
Retarded.  He  takes  a protective  attitude 
towards  Peter  and  has  a close  relationship 
with  Morris.  Morris  seems  to  be  the  most 
responsive  child  and  seems  to  have  a better 
understanding  of  the  situation  at  the  time 
of  separation.  He  has  been  attending  kin- 
dergarten and  on  intelligence  tests  seemed 
somewhat  higher  than  Richard.  He  is  a 
rather  independent  child  and  does  not  seem 
too  close  to  the  other  children.” 

“Peter  appears  to  be  very  limited,  is  not 
toilet  trained,  and  seems  to  have  no  under- 
standing of  what  is  happening  to  him.  He 
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displayed  no  distrust  of  the  worker  and 
tends  to  follow  the  crowd.  According  to 
his  parents  he  is  quite  protective  of  Wil- 
bur. When  he  was  a year  old  Peter  received 
a complete  workup  at  the  Delaware  Hos- 
pital and  he  was  felt  to  have  brain  damage 
or  a neurological  condition.  He  appears 
to  hold  his  head  to  one  side  since  being  in 
his  present  foster  home,  he  has  been  ob- 
served trying  to  walk  on  his  head.  He 
scratches  the  walls,  grunting  and  generally 
behaves  in  an  animalistic  manner.” 

Case  Histories  Of  Children 

“We  have  found  both  Wilbur  age  3,  and 
Anthony  1%  years  old,  very  irresponsive 
children.  Neither  of  them  are  toilet  trained. 
Wilbur  cannot  walk  and  still  uses  a bottle 
occasionally.” 

The  first  of  the  Smith  children  to  be 
seen  for  psychological  examination  at  the 
Mental  Hygiene  Clinic  was  Richard,  Jr. 
At  the  time  of  psychological  testing  he  was 
7-2  years  of  age  and  attending  the  firs+ 
grade  of  Opportunity  School.  The  examiner 
reports  that  Richard:  “Is  quite  an  unpre- 
possessing looking  boy,  inappropriate  grin, 
with  marked  clumsiness  and  untidiness  and 
a noticeable  speech  defect.  He  was  shy 
and  timid,  his  attention  span  was  short 
and  he  exhibited  marked  emotional  lability. 
A mental  age  of  3-1  years  was  obtained 
with  an  I.Q.  of  49.  A previous  examination, 
in  January,  1958  by  the  school  psychologist 
reported  a mental  age  of  2-6  with  a chrono- 
logical age  of  5-9  and  an  I.Q.  of  43.  As 
can  be  seen  there  has  been  some  improve- 
ment. However,  this  boy,  as  can  be  ob- 
served, would  appear  to  fit  into  the  pro- 
gram provided  by  the  Hospital  for  the 
Mentally  Retarded  at  Stockley.” 

The  psychiatrist,  at  the  conclusion  of 
his  examination,  reported:  “Richard  had 
his  hands  in  his  mouth,  and  did  not  talk 
much  but  he  did  show  an  infantile  kind  of 
speech.  Nevertheless,  he  seems  to  be  a 
likeable  child.  Though  there  undoubtedly 
has  been  some  improvement  in  his  condi- 
tion, since  he  was  first  placed  in  Oppor- 
tunity School,  and  though  there  may  be 


some  possibility  that  he  will  improve 
somewhat,  it  is  our  feeling  that  he  would 
still  remain  mentally  retarded  and  that 
institutionalization  at  the  Hospital  for  the 
Mentally  Retarded  at  this  time  seems  to 
be  indicated.”  Richard  was  admitted  to 
the  Hospital  for  the  Mentally  Retarded 
on  November  18,  1959. 

The  second  child,  Morris  born  in  August 
of  1953  at  the  time  of  examination  was 
5-10  years  of  age.  The  psychologist  re- 
ported: “That  Morris  willingly  entered  the 
testing  situation  and  was  cooperative.  He 
exhibited  some  slight  speech  difficulty  but 
this  did  not  seem  to  grossly  affect  his  ability 
to  communicate  his  wants  to  others.  Mor- 
ris was  unable  to  give  his  date  of  birth  or 
his  age  and  initially  stated  that  he  did  not 
attend  school.  However  later  on,  the  pa- 
tient discussed  some  of  his  activities  at 
kindergarten.  Morris  seemed  unaware  of 
the  fact  that  he  was  living  outside  of  his 
real  home.  In  fact,  he  stated  that  “my 
mother  is  going  to  find  another  clean  house 
and  then  all  of  us  will  be  back  together 
again.”  Psychometric  examination  revealed 
a verbal  scale  I.Q.  of  74,  a performance 
scale  I.Q.  of  74,  and  a full  scale  I.Q.  of 
71.”  It  was  the  examiner’s  impression  that 
the  patient  could  perhaps  display  a little 
better  potential  but  that  he  should  remain 
in  kindergarten  for  at  least  another  year. 

Morris  was  again  seen  for  psychological 
examination  in  August,  1960  at  which  time 
his  chronological  age  was  7-0  years  and  a 
mental  age  of  4-11  was  obtained  during  this 
testing  session  yielding  an  I.Q.  of  75.  The 
psychologist  reported:  “Although  in  a 

year’s  time  there  has  been  no  drastic  rise 
in  his  intellectual  development,  one  is 
amazed  at  the  extremely  favorable  social 
advancement  that  the  child  exhibits  at  this 
time.  On  the  basis  of  today’s  examination, 
this  examiner  is  somewhat  skeptical  of 
Morris’  ability  to  progress  with  average 
first  grade  work,  despite  the  seeming  recom- 
mendation of  his  teacher,  but  the  examiner 
is  willing  to  concede  this  point  if  the  school 
is  willing  to  work  with  the  boy  and  not 
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put  too  much  stress  and  pressure  for  learn- 
ing achievement  during  his  first  year  in 
grade  school.  Considering  the  social  growth 
that  has  taken  place  in  this  boy,  one  is 
tempted  to  state  that  his  present  environ- 
ment must  be  an  accepting  and  rewarding 
one  for  him  to  make  such  social  progress.” 

Psychiatric  examination  of  Morris  re- 
vealed: “He  was  friendly  and  easily  re- 
sponsive. He  spoke  easily.  He  seemed  to 
know  what  he  was  saying  and,  indeed, 
asked  if  he  might  not  stay  with  the  rest 
of  his  siblings.  He  said,  somewhat  pathet- 
ically, that  he  would  “like  to  stay  with 
them  and  nobody  wants  to  give  me  a 
chance.”  It  is  our  feeling  that  this  young- 
ster ought  to  be  given  an  opportunity  to 
develop  a little  more  fully  and  that  he 
might  be  retested  in  a year.  In  the  mean- 
time, we  feel  that  he  should  continue  in 
the  same  foster  home  in  which  he  now  finds 
himself.” 

The  third  child,  Peter,  born  in  April  of 
1955  was  seen  for  psychological  examina- 
tion on  June  12,  1959  at  which  time  the 
subject  was  4-2  years  of  age. 

The  psychologist  stated:  “The  subject  ap- 
peared to  be  fairly  friendly,  could  follow 
some  simple  directions  and  illustrated  some 
appreciation  of  his  circumstances  and  be- 
havior. Several  psychological  tests  were 
attempted  but  due  to  the  lack  of  speech, 
hyperdistractibility  and  general  hyper- 
kinesis, most  of  these  could  not  be  com- 
pleted. On  the  basis  of  this  limited  obser- 
vation and  testing,  his  approximate  mental 
age  appears  to  be  2-1  years  which  would 
be  equated  to  an  I.Q.  of  52.  However  this 
must  be  taken  in  the  light  of  a possible 
organic  concomitance  as  well  as  extreme 
emotional  and  physical  deprivation  in  his 
early  development.  Since  Peter  has  been 
in  a foster  home  for  such  a short  time,  it 
seems  as  if  he  is  making  extremely  rapid 
gains  in  terms  of  socialization  and  develop- 
ment; it  would  be  unfair  at  this  time  to 
simply  attribute  his  behavior  to  “incurable 
mental  deficiency.”  Under  the  influences 
of  a protective,  loving,  accepting  home  en- 


vironment, this  child  may  begin  to  expand 
in  personality  and  possible  mental  develop- 
ment. However,  neurological  study  should 
not  be  overlooked  as  well  as  possible  en- 
docrinological consultation  should  be 
sought.  Further  examination  is  indicated 
in  the  near  future.” 

Peter  was  re-examined  by  the  same  psy- 
chologist on  April  6,  1960  at  which  time 
he  was  just  4 years  of  age.  The  psychologist 
reports:  “On  today’s  testing  session,  Peter 
obtained  a mental  age  2-11  years  and  an 
I.Q.  of  58.  Today’s  session  disclosed  a 
rather  cheerful  and  happy  young  boy  who 
was  fairly  cooperative  although  had  an  ex- 
tremely short  attention  span  and  was  some- 
what hyperactive  during  the  testing  and 
interview  session.  He  was  able  to  give 
description  of  several  toys  that  he  had  and 
could  use  such  words  as  Santa  Claus,  snow- 
man, phone  and  dog.  It  is  to  be  noted  that 
at  last  examination,  the  subject  could 
hardly  walk  or  talk  and  exhibited  a rather 
retarded  demeanor  and  mentation.  Al- 
though the  patient  is  still  functioning  in 
the  mentally  retarded  category,  there  have 
been  some  significant  changes  in  social, 
adaptive  areas.  It  is  still  this  examiner’s  im- 
pression that  we  are  dealing  with  a subtle 
organic  process  in  operation  as  well  as  ex- 
tremely early  emotional  and  physical  de- 
privation. At  the  present  time  it  would  seem 
unwarranted  to  remove  Peter  from  his  pres- 
ent foster  home  but  would  suggest  another 
year’s  observation  at  this  home,  at  the 
conclusion  of  which  he  would  be  re-ex- 
amined.” 

Psychiatric  examination  of  Peter  re- 
vealed: “We  feel  that  this  youngster  has 
made  a considerable  amount  of  social  pro- 
gress. Note  that  he  is  becoming  toilet 
trained  and  that  though  still  restless  he 
can  pay  attention  to  some  things  and,  in 
general,  is  showing  evidence  of  growth. 
With  this  in  mind,  then,  we  would  recom- 
mend that  he  be  placed  in  a kindergarten 
where  he  could  learn  to  socialize  further 
and  that  he  continue  in  his  present  foster 
home  for  at  least  another  year.” 
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The  fourth  child,  Wilbur,  born  in  August 
of  1956,  was  2-10  years  of  age  when  he 
was  examined  on  June  12,  1959.  The  psy- 
chologist reports:  “A  rather  chubby  and 
friendly  youngster  who  was  carried  into 
the  examination  room  by  the  examiner. 
Wilbur  can  walk  by  holding  onto  objects 
or  by  someone  holding  his  hand.  He  does 
not  talk  but  is  able  to  make  some  sounds. 
He  continues  to  drool,  crawls  a great  deal 
and  definitely  appears  to  be  retarded  in  his 
development.  On  the  Gessell  Develop- 
mental Schedules,  Wilbur  showed  general 
retardation  in  language  development  and 
was  only  able  to  achieve  a 15  month  level 
in  the  other  performance  areas.  Thus,  at 
the  present  time,  the  child  is  functioning 
far  below  his  chronological  age.  The  de- 
velopmental quotient  at  this  time  would 
approximate  a score  of  50.  Wilbur  appears 
to  be  trying  to  adjust  to  his  environment 
and  is  certainly  very  responsive  to  those 
who  give  attention  to  him.  He  was  seen 
in  the  playroom  where  he  was  given  a cup 
of  milk  which  he  proceeded  to  lap  up  as 
an  animal  would.  Thus,  it  seems  that  this 
early  deprived  youngster  has  not  been  given 
the  type  of  environment  which  would  help 
him  to  learn  to  adjust  and  to  develop  along 
those  lines  of  other  children  within  his  age 
group.  Consequently,  it  is  felt  that  this 
youngster  would  certainly  profit,  and  pos- 
sibly show  an  increase  in  his  development, 
in  a more  structured,  warm  and  accepting 
environment.” 

Wilbur  was  seen  again  by  the  same  ex- 
aminer on  February  1,  1960  at  which  time 
he  was  3-6  years  of  age.  At  this  examina- 
tion, the  psychologist  reported:  “Wilbur 
appears  to  have  made  a good  improvement 
during  the  past  six  months.  He  is  now 
able  to  take  a few  steps  independently,  able 
to  manipulate  objects  and  understand 
simple  instructions.  He  says  a few  words 
and  the  foster  mother  indicates  that  the 
youngster  says  “mommy”  and  recognizes 
his  peers.  Although  his  ability  to  walk  is 
improving,  it  is  still  rather  difficult  for  him 
to  stand  for  any  protracted  period  or  walk 


a long  distance.  There  also  appears  to  be 
some  difficulty  in  grasping  small  objects 
with  the  patient  experiencing  some  difficulty 
in  the  use  of  his  thumb.  On  the  Binet 
Scales,  it  appears  as  if  Wilbur  has  reached 
the  two  year  level  of  development.  The 
obtained  Intelligence  Quotient  of  60  repre- 
sents an  approximate  increase  in  the  I.Q. 
score  over  his  previous  examination,  al- 
though still  showing  some  signs  of  retarda- 
tion in  the  motor  and  language  area.  Never- 
theless he  appears  to  be  responding  to  his 
environment.  In  view  of  the  fact  that  he 
has  shown  good  improvement  over  the  past 
few  months,  it  is  recommended  that  he  re- 
main in  the  present  foster  home  and  be  re- 
evaluated within  the  next  six  months.” 

Wilbur  was  re-examined  on  July  21,  1961, 
almost  five  years  of  age.  At  this  examina- 
tion another  psychologist  reports:  “That 
there  was  some  drop  in  the  Intelligence 
Quotient  from  the  previously  reported.  At 
the  present  examination,  Wilbur  appears 
to  have  difficulty  in  speech  and  can  only 
say  occasional,  isolated  words.  He  was 
unable  to  draw  any  vertical  or  horizontal 
lines  with  a pencil  and  made  mere  scrib- 
bling. It  is  reported  that  he  is  not  toilet 
trained  and  in  general  he  appears  somewhat 
clumsy  and  uncoordinated  suggesting  evi- 
dence of  organicity.  He  is  now  able  to  walk 
however  and  this  examiner  seems  to  feel 
that  the  Hospital  for  the  Mentally  Retarded 
is  indicated.” 

Psychiatric  examination  of  Wilbur  re- 
ports: “Looks  considerably  better  phys- 
ically and  shows  evidence  of  maturation. 
However,  he  is  still  definitely  limited  intel- 
lectually. The  possibility  of  kindergarten 
at  this  time  might  be  considered  but  cer- 
tainly he  is  not  completely  ready  for  this 
kind  of  program.  Eventual  placement  at 
the  Hospital  for  the  Mentally  Retarded  may 
be  indicated  if  further  intellectual  growth 
is  not  forthcoming.” 

The  fifth  child,  Anthony,  was  born  in 
October  of  1957  and  when  examined  on 
June  12,  1959  was  1%  years  of  age.  The 
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psychologist  reports:  “ Anthony  is  much 
more  alert  and  intelligent  looking  than  his 
four  siblings  who  came  simultaneously  with 
him  for  examination.  He  smiled  readily  and 
is  rather  nice  looking.  A certain  weakness 
or  muscular  under-development  was  noted 
in  his  hands  although  he  knew  how  to 
manipulate  things  that  many  infants  18 
months  of  age  can  do.  Anthony  was  found 
to  have  an  I.Q.  of  89  which  is  in  the  dull- 
normal  category.  However,  it  was  noted 
that  there  was  a complete  avoidance  of 
any  speech  and  he  could  not  even  repeat  the 
sound  “dada.”  Also,  midway  through  the 
testing  program,  he  showed  fatigue  which 
might  have  taken  a toll  on  his  intellectual 
efficiency.” 

The  psychiatrist  reports:  “Anthony 

seems  to  be  a normal  child  and  we  felt  that 
he  should  continue  in  his  present  foster 
home.”  It  is  interesting  to  note  that  dur- 
ing July,  1961,  parental  rights  were  termin- 
ated by  the  court  and  that  Anthony  stands 
a good  chance  of  being  adopted  in  the  very 
near  future. 

The  last  of  the  Smith  children,  Loretta 
born  in  May  of  1959  was  not  seen  at  the 
Mental  Hygiene  Clinic  because  of  previous 
psychological  examination  through  outside 
sources.  This  examination  reports  that 
Loretta  is  currently  functioning  within  the 
dull-normal  to  normal  category  and  appears 
to  be  fairly  good  adoption-placement  ma- 
terial. 

Parents  Immature  Individuals 

The  children’s  parents  were  both  born 
in  Delaware.  The  mother,  Mrs.  Anne  Smith, 
a 29  year  old,  white,  American,  was  referred 
to  the  Mental  Hygiene  Clinic  for  the  fol- 
lowing reason:  “Mrs.  Smith  was  unable  to 
care  for  her  children  and  her  home.  Based 
on  numerous  complaints  of  neglect,  the 
Family  Court  ordered  their  removal  and 
placement  in  foster  homes.  Your  evalua- 
tion and  recommendation  will  help  us  in 
determining  how  much  responsibility  Mrs. 
Smith  can  assume  for  her  children.”  Mrs. 
Smith  completed  the  8th  grade  and  was 
married  at  the  age  of  20.  Information  re- 


garding birth  and  early  development  was 
not  available.  Her  attitude  towards  the 
children  and  home  reflected  her  low  stand- 
ards of  cleanliness  and  supervision.  Objec- 
tive reports  from  the  investigating  agencies 
stated  that  the  home  “was  filthy  and  in- 
fected with  vermin.”  Mrs.  Smith  was  seen 
as  “an  extremely  poor  housekeeper.”  A 
good  relationship  between  husband  and 
wife  was  felt  to  exist. 

At  the  time  Mrs.  Smith  was  seen  for 
psychological  examination,  she  was  em- 
ployed. She  expressed  concern  over  her 
children’s  removal  from  the  home  and  con- 
tended that  plans  were  being  made  for  their 
return.  Intellectually,  she  was  found  to  be 
functioning  on  a mentally  retarded  level 
mild  with  an  I.Q.  of  74.  There  was  very 
little  intertest  scatter  which  would  suggest 
a higher  potential. 

Personality  tests  revealed  an  immature, 
dependent  individual  who  is  prone  to  be 
rather  self-centered,  cold  and  barren  in  her 
interpersonal  relationships.  Immature,  pu- 
erile responses  tended  to  dominate  in  her 
record,  reflecting  her  weakness  and  inade- 
quacy in  dealing  with  complex  socio-cultural 
facets  of  her  environment.  Her  judgement 
appeared  to  be  limited  and  unrealistic.  The 
ego  structure  was  weak  and  it  was  doubtful 
if  she  could  provide  more  than  a marginal 
environment  for  her  children  without  super- 
vision. 

The  psychiatrist  reported:  “In  the  psy- 
chiatrict  interview,  it  was  noted  that  though 
the  patient  went  into  the  8th  grade  in 
school  she  herself  stated  that  she  was  “kind 
of  slow  in  all  grades.”  She  stated  that  she 
failed  the  3rd  and  4th  grades.  There  was 
no  gross  evidence  of  physical  or  neurological 
disturbance  of  a contributory  nature. 

Something  can  be  learned  about  the  pa- 
tient’s personality  when  it  is  noted  that 
she  came  to  a rather  important  interview 
one-half  hour  late.  Her  attitude  of  “miss- 
ing the  early  bus”  and  her  lack  of  concern 
or  embarrassment  points  up  her  childishness 
and  her  naivete.  She  seemed  to  have  no 
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idea  as  to  why  she  was  here  except  that  it 
had  something  to  do  with  “being  tested;” 
she  had  no  concept  as  to  why  the  children 
were  taken  away  from  her  nor  for  that 
matter  as  to  why  the  Department  of  Public 
Welfare  had  been  active  in  her  case.  To 
a direct  question,  she  responded  “I  suppose 
they  were  supposed  to.”  Regarding  her 
children,  she  stated  that  she  had  spoken 
to  the  “woman”  and  she  would  like  to  have 
her  baby  with  her  but  seemed  to  be  unable 
to  think  very  much  beyond  this  point. 
However,  to  the  direct  question  as  to  what 
about  the  rest  of  the  children,  she  stated 
that  she  is  now  employed,  working  to  get 
her  bills  paid  and  one  presumes  that  she 
meant  that  she  was  taking  the  rest  of  her 
children  back  after  her  bills  had  been  paid. 
It  is  obvious  that  this  woman  will  need 
assistance  and  supervision  indefinitely  if 
she  is  to  give  her  children  any  kind  of  life.” 

The  father,  a 30  year  old,  white,  Ameri- 
can, was  seen  concomitant  with  his  wife’s 
referral.  Mr.  Smith  was  one  of  9 children 
born  during  the  depression.  His  father  was 
described  as  “a  heavy  drinker  and  an  unem- 
ployed person  because  of  having  tubercu- 
losis.” The  children  were  removed  from 
the  family  by  court  order.  Five  were  sent 
to  “Stockley.”  The  mother  was  “not  con- 
sidered a very  stable  person.”  Mr.  Smith 
was  described  as  a “quiet,  obedient  child 
with  a serious  disposition.”  The  school 
report  indicated  “that  he  tries  but  appar- 
ently he  is  not  a good  student.”  His  ratings 
are  mostly  C’s  and  D’s.  Psychological  tests 
at  the  age  of  8-2,  indicated  that  he  had  “an 
average  native  intelligence”  but  retarda- 
tion in  language  development,  especially 
reading  is  apparent. 

The  father  completed  the  8th  grade.  He 
was  in  the  army  for  two  years  and  at  the 
time  of  examination  in  August  of  1959, 
had  been  employed  as  a laborer.  Although 
he  has  “always  worked  steadily,  he  never 
earned  a high  income.”  The  father  ex- 
pressed superficial  concern  over  his  chil- 
dren when  seen  for  psychological  examina- 
tion. Although  he  admitted  that  the  home 


which  he  had  provided  was  not  completely 
adequate,  he  felt  that  it  was  the  best  he 
could  provide.  He,  too,  appeared  concerned 
about  his  children  and  claimed  to  be  mak- 
ing plans  for  their  return. 

Intellectually,  he  is  functioning  on  an 
average  level  of  intelligence  with  an  I.Q. 
of  109.  The  intertest  scatter  was  suggestive 
of  uneven  emotional  functioning.  The  per- 
sonality tests  revealed  a rather  self  cen- 
tered, immature  individual  who  tends  to  be 
apathetic,  lacking  in  drive  and  unable  to 
assert  himself  in  many  situations.  He 
showed  some  tendency  to  withdraw  from 
close  interpersonal  contacts  and  to  seek 
gratification  through  immature  fantasy. 
This  rather  dependent  patient  exhibited 
shallow  affect  and  questionable  judgment. 
It  was  felt  that  he  was  not  likely  to  take 
more  than  cursory  interest  in  his  children.” 

The  psychiatrist  reports:  “We  saw  no 
gross  evidence  of  physical  or  neurological 
disturbance  with  Mr.  Richard  Smith,  Sr. 
In  the  psychiatric  interview  he  was  gen- 
erally passive  and  cooperative  but  one  sus- 
pects some  hositlity  under  the  surface  which 
he  could  not  express  ordinarily.  As  noted 
above  he  came  to  the  meeting  one  half 
hour  late  and  it  is,  of  course,  impossible 
to  determine  who  was  responsible  for  the 
delay.  He  did  not  show  any  great  amount 
of  anxiety  regarding  this.” 

In  summarizing  his  interview  with  Mr. 
and  Mrs.  Smith,  the  psychiatrist  reported: 
“It  is  quite  obvious  that  we  are  dealing 
here  with  two  very  immature  individuals 
and  it  will  be  difficult  to  make  a disposi- 
tion in  their  case.  Indeed,  we  feel  that  a 
conference  between  representatives  of  all 
agencies  involved  as  well  as  ourselves,  to 
discuss  plans  for  this  case  might  be  worth- 
while.” 

A conference  was  held  with  workers  of 
various  social  agencies,  State  Department 
of  Welfare  and  the  Mental  Hygiene  Clinic’s 
Staff  in  August  of  1960.  As  a result  of 
this  conference  it  was  agreed  that  one  of 
the  children,  Richard,  would  be  hospitalized 
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at  the  Hospital  lor  the  Mentally  Retarded; 
that  Wilbur  and  Peter,  who  are  definitely 
retarded,  be  re-examined  in  six  months  to 
one  year  with  the  prospect  that  they  will 
also  require  hospitalization.  This  delay 
will  give  them  sufficient  time  to  see  what 
can  be  accomplished  with  them  in  foster 
home  placement.  Anthony  and  Morris  are 
to  stay  in  foster  homes  and  be  re-evaluated 
at  such  time  that  the  parents  show  some 
ability  to  move  emotionally  and  are  able 
to  take  care  of  them.” 

The  psychological  study  of  this  particu- 
lar family  seems  to  indicate  that  the  father 
sustained  a very  emotionally  deprived  early 
environment.  Despite  a measured  I.Q.  in 
the  average,  normal  range,  it  appears  ob- 
vious that  he  is  not  functioning  up  to  this 
level  on  a practical,  everyday,  basis.  It  is 
hypothesized  that  the  mother’s  background 
was  quite  similar  to  her  husband’s  and  she, 
too,  exhibits  emotional  immaturity  with  a 
rather  passive-dependent  personality  struc- 
ture highlighted  also  by  moderate  mental 
retardation  (I.Q.  74)  and  a kind  of  schizoid 
adjustment  to  the  world. 

The  Role  Of  The  Physician 

What  are  the  implications  and  conclus- 
ions that  can  be  drawn  from  this  family 
portrait?  Theoretically,  the  role  of  the 
family  physician  in  dealing  with  the  men- 
tally retarded,  should  be  the  same  one  that 
he  displays  with  all  other  patients.  Mental 
capacity,  although  of  much  concern  to  the 
psychologist,  educator,  social  worker  or  the 


patient’s  family,  nevertheless,  in  practice, 
requires  the  physician  to  become  grossly 
involved  when  the  parents  take  their  child 
for  diagnosis,  reassurance  and  “cure.”  Many 
times  the  physician  is  the  first  authority 
to  react  to  the  patient’s  condition  in  terms 
of  assessment  of  the  effects  of  brain  damage 
high  fevers,  accidents  and  traumatic  emo- 
tional experiences.  The  family’s  experi- 
ence with  the  physician,  his  ability  to  ex- 
plain the  results  of  the  diagnosis  is  most 
important  in  terms  of  establishing  the  basic 
attitudes  of  the  family  towards  the  retarded 
member.  The  physician  should  be  frank 
without  instilling  feelings  of  hopelessness, 
despair  and  rejection  of  the  patient  and  at 
the  same  time  avoid  raising  unwarranted 
assurances  of  curing  one  who  in  all  proba- 
bility cannot  be  “cured”  in  terms  of  group, 
normal,  functioning.  The  visit  to  the  family 
physician  with  the  admission  that  some- 
thing is  wrong  with  a child  ( is  made  very 
often  by  a parent  only  after  a long  period 
of  painful  indecision  has  taken  place.  It 
would  be  very  trying  to  expect  any  method 
of  presenting  a diagnosis  of  mental  retarda- 
tion to  parents  that  would  avoid  unhap- 
piness. What  should  be  avoided  is  the 
communication  of  the  idea  that  the  men- 
tally retarded  person  is  hopeless  and  really 
“incurable.”  A program  of  medical,  educa- 
tional and  psychological  service  as  well  as 
orientation  and  education  of  the  family 
may  provide  satisfaction  to  the  patient  and 
provide  him  with  rewarding  and  enriching 
life  experiences. 


CURRICULUM  FOR  DELAWARE  TWO-WAY  RADIO  MEDICAL  CONFERENCE 

December,  1961  Schedule 
TOPIC  AND  FACULTY 

December  5 Office  Recognition  of  Anemia,”  Edward  H.  McGehee,  M.D.,  Hematologist, 

Pennsylvania  Hospital 

December  12  “Gallbladder — Fact  and  Ficton,”  Rodman  Finkbiner,  M.D.,  Assistant  Physi- 
cian, Pennsylvania  Hospital 

December  19  “Urinary  Infection  in  Children,”  Alexander  Michie,  M.D.,  Assistant  Pro- 
fessor in  Pediatric  Surgery,  University  of  Pennsylvania 
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MENTAL  HYGIENE  CLINICS 

Elsewhere  in  this  issue  the  State  Psy- 
chiatrist presents  an  historical  survey  of 
the  organization  of  Mental  Hygiene  Clinics 
in  the  State  of  Delaware.  We  have  come 
so  far  since  the  beginning  of  this  project 
in  1927  that  we  frequently  take  things  for 
granted. 

The  Mental  Hygiene  Clinics  as  well  as 
the  other  psychiatric  services  in  the  State 
of  Delaware  are  known  throughout  the 
medical  world.  The  job  has  been  a tre- 
mendous one  and  the  results  will  stand  as 
a living  monument  to  our  State  Psychiatrist. 

HEART  MURMURS 

Much  of  our  knowledge  regarding  the 
diagnosis  of  heart  disease  and  the  prognosis 
of  many  cardiac  conditions  is  based  upon 
the  type  of  murmur  heard.  Despite  the 
recent  scientific  advances  in  instrumenta- 
tion, accurate  observation  and  description 
of  cardiac  murmurs  remains  a most  im- 
portant part  of  any  physical  examination. 

Approximately  three  decades  ago  Dr. 
Samuel  A.  Levine,  pioneer  heart  specialist 
at  the  Peter  Bent  Brigham  Hospital  de- 
vised a system  of  grading  the  intensity  of 
cardiac  murmurs  on  a numerical  basis. 
To  the  House  Staff  of  the  Brigham  and 
other  physicians  who  were  fortunate  enough 
to  come  under  the  guidance  of  Dr.  Levine, 
this  system  was  an  excellent  method  of  not 
only  making  a record  of  ones  findings  but 
also  of  training  ones  self  in  the  art  of 
auscultation. 

Unfortunately,  in  the  ensuing  years 
many  physicians  with  insufficient  training 
and  with  no  desire  for  furthering  their 
knowledge  have  adopted  a numerical  sys- 
tem of  grading  murmurs  based  apparently 
upon  their  imagination.  Notations  are 
commonly  seen  to  the  effect  of  a grade  one 
harsh  murmur  transmitted  in  such  and 


such  a direction.  Such  a murmur  by  de- 
finition could  not  be  grade  one. 

Other  physicians,  well  meaning  but  mis- 
informed, attempt  to  edit  their  findings. 
Hearing  a grade  two  or  grade  three  mur- 
mur but  believing  it  to  be  benign,  they 
will  call  it  a grade  one  murmur  knowing 
that  Dr.  Levine  considers  all  murmurs 
grade  two  or  greater  as  being  significant 
until  proven  otherwise. 

Fortunately,  clarification  in  this  area 
of  confusion  has  come  from  the  man  who 
originally  devised  this  system.  In  the  July 
29,  1961  issue  of  the  JAMA,  Dr.  Levine 
briefly  reiterated  his  criteria  for  rating 
murmurs  on  a basis  of  one  to  six.  His 
statement  is  contained  on  a single  page  and 
is  so  concise,  definite,  and  authoritative 
that  it  would  be  ill-advised  to  attempt  to 
further  condense  this  communication.  All 
physicians  who  at  any  time  in  their  practice 
resort  to  the  use  of  a stethoscope  should 
read  this  latest  comunication. 

CAROTID  ANGIOGRAMS 

This  procedure  has  come  into  wide 
clinical  use  during  the  past  decade.  Any 
new  procedure  of  this  type  must  be  critic- 
ally evaluated  from  two  viewpoints;  how 
much  information  is  rendered  by  the  use 
of  this  procedure  and  what  are  the  risks? 
Does  the  information  obtained  justify  the 
risk? 

In  the  October  7th  issue  of  JAMA,  Rowe 
and  Arditti  report  on  a series  of  five  hun- 
dred and  forty  carotid  angiograms  carried 
out  on  four  hundred  and  fifty-six  patients 
in  a period  of  three  years.  The  accuracy 
of  the  procedure  was  well  over  ninety-five 
precent.  The  complications  were  two  per- 
cent and  there  was  only  one  death  attribu- 
table to  the  procedure.  Considering  the 
severity  of  the  diseases  being  studied,  this 
is  indeed  an  excellent  record  and  demon- 
strates clearly  not  only  the  effectivenes  of 
this  procedure  but  its  definite  safety. 
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An  article  in  the  “Medical  Economics”  by  Dr.  Ingegno  suggested 
my  writing  the  following: 

At  the  last  meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware,  a resolution  was  passed  to  recognize  the  sugges- 
tions of  the  Delaware  State  Nurses  Association  regarding  the  mininum 
standards  of  employment  for  office  nurses.  These  should  not  be  a 
problem  for  the  physician. 

It  is  necessary  to  cooperate  with  the  nurses,  because  they  are 
our  chief  ally,  in  spite  of  the  stand  which  the  American  Nurses  Associa- 
tion makes  on  the  King  Anderson  Bill  for  putting  the  aged’s  hospital 
care  under  Social  Security.  Having  talked  to  many  hospital  nurses 
I find  that  they  do  not  even  know  what  this  bill  is!  I believe  that  the 
officials  of  the  A.N.A.  are  not  representative  of  the  working  nurse. 

This,  however,  is  not  meant  to  censor  the  A.N.A. , but  to  gather 
us,  the  physicians  and  the  nurses,  more  closely  together  as  a unit,  to 
support  local  actions,  and  to  foster  more  unity  and  respect  between 
these  two  great  professions.  This  could  serve  to  interest  a larger 
number  of  students  in  the  nursing  profession,  which  is  greatly  needed. 

Let  us  make  the  nursing  profession  a greater  one  in  education, 
respect,  and  also  economically.  As  Dr.  Alfred  P.  Ingegno,  in  a recent 
article  in  Medical  Economics  says,  “Only  if  we  are  their  allies,  have 
we  the  right  to  expect  that  they  will  be  ours.” 
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The  Life  Span  The  average  remaining  length  of  life  after  65  has  barely  increased 

during  the  past  60  years  and  will  not  until  it  becomes  possible  to 
postpone  the  aging  and  degenerative  changes  that  occur  in  man  as 
his  chronological  age  advances.  Although  saving  lives  of  children 
and  young  adults  has  made  it  possible  for  more  people  to  live  to  the 
ages  of  65,  75  and  85  years  or  older,  individuals  now  reaching  65  do 
not  have  a much  greater  life  expectancy  than  those  of  the  same  age 
had  in  1900,  according  to  C.  C.  Dauer,  M.D.,  Medical  Advisor,  P.H.S. 

Belated  Visitor  An  upswing  in  the  influenza  cycle,  likely  to  hit  during  this  fall  and 

winter,  has  been  reported  by  the  U.S. P.H.S.  which  recommends 
immediate  vaccinations  for  persons  in  the  groups  accounting  for 
most  of  the  previous  deaths:  persons  with  heart  disease;  pulmonary 
disease;  diabetes  and  other  chronic  illnesses;  persons  over  65  and 
pregnant  women. 


Diplomats,  M.D.  Physicians  to  volunteer  service  in  the  mission  field  on  a temporary 

basis  are  being  sought  by  the  Department  of  International  Health 
in  cooperation  with  the  AMA.  Application  forms  which  will  be  used 
by  the  agencies  to  consider  the  qualifications  of  the  applicants  may 
be  obtained  by  writing  to:  AMA,  Department  of  International  Health, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


Auditory  Screening 
Techique 


A film  to  stimulate  interest  in  an  auditory  screening  technique  for 
infants  is  being  released  by  Johns  Hopkins  University.  It  sets  forth 
an  effective  procedure  for  early  detection  of  hearing  impairments  and 
possible  abnormalities  in  motor  coordination  and  mental  capacity. 
Training  institutes  at  Johns  Hopkins  will  teach  physicians,  nurses 
and  other  professional  personnel  in  speech  and  hearing. 


Reprints  Reprints  of  a clinical  pathological  conference  at  the  NIH  on  Differ- 

ential Diagnosis  of  Mitral  Regurgitation  in  Childhood  are  now  avail- 
able to  interested  physicians  upon  request. 


A Welcome  Paralytic  polio  will  slump  to  an  all-time  record  low  this  year  if  the 

Depression  present  trend  continues.  Figures  of  U.S. P.H.S.  indicate  a continuing 

drop  in  Type  I Polio  as  a predominant  cause  of  crippling.  Provisional 
figures  show  that  so  far  this  year  more  than  50%  of  the  paralytic 
polio  was  caused  by  Type  III  Virus — a type  not  susceptible  to  the 
presently  licensed  Sabin  strain.  The  P.H.S.  action  approved  pro- 
duction of  only  one  of  the  three  Sabin  vaccine  strains — the  one 
designed  to  combat  Type  I Virus.  Licensing  of  Types  II  and  III 
strains  are  still  to  come. 
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Personal 

Glimpses 


Cancer  Progress 


Coincidental? 


The  Sunny  South 


Research  Grants 


Drs.  Gerald  A.  Beatty,  Maynard  H.  Mires  and  Robert  L.  Dickey 
have  been  appointed  to  Delaware’s  Board  of  Post-Mortem  Medical 
Examiners  . . . 0.  N.  Stern,  M.D.,  gave  an  illustrated  talk  on  the 
activities  of  the  Delaware  Cancer  Society  to  the  Wilmington  New 
Century  Club,  Junior  Section  . . . Robert  W.  Frelick,  M.D.,  showed 
the  film  “The  Other  World”  at  a meeting  of  the  Auxiliary  to  the 
V.F.W.  Post,  followed  by  a question  period  . . . William  T.  Reardon, 
M.D.,  spoke  on  “Hypnotism  and  Medicine”  at  a meeting  of  the 
Wilmington  Lions  Club  . . . Drs.  Mark  Cohen,  Marvin  Dorph  and 
Edward  M.  Bohan  were  a committee  of  three  conducting  the  Diabetes 
Detection  Drive  in  Wilmington  . . . Mrs.  Marie  Prickett  received  an 
award  for  the  humanitarian  service  of  her  late  husband,  Clarence 
J.  Prickett,  M.D.,  awarded  posthumously  by  the  Delaware  Cancer 
Society  . . . Leslie  W.  Whitney,  M.D.,  was  reelected  president  of  the 
Delaware  Cancer  Society;  Joseph  A.  Arminio,  M.D.,  was  reelected 
vice-president  and  Drs.  Robert  Frelick,  Lemuel  C.  McGee  and  S. 
Thomas  Miller  were  appointed  as  members  of  the  Board  of  Directors 
. . . Raymond  A.  Lynch,  M.D.,  addressed  the  Delaware  Safety 
Council’s  fleet  safety  section  on  modern  medicine  as  it  affects  driving 
. . . Davis  G.  Durham,  M.D.,  gave  an  illustrated  talk  on  “Project 
Hope”  at  the  Hillcrest  Memorial  Methodist  Church  . . . 

A $17,800  grant  has  been  given  to  the  Bio-Chemical  Research 
Foundation,  Newark,  to  help  in  its  search  for  a weapon  against  cancer. 
The  Delaware  Division  of  the  American  Cancer  Society  will  supple- 
ment funds  available  from  the  national  group  to  help  finance  the 
Foundation’s  work.  The  premise  of  their  search  is  that  the  body 
contains  the  mechanism  to  overcome  cancer. 

An  anti-cancer  vaccine,  which  has  been  used  to  treat  and  prevent 
cancer  and  leukemia  in  animals,  may  lead  to  success  in  fighting 
cancer  in  humans.  Antibodies  for  this  would  be  grown  in  horses. 
Doctor  D.  E.  Carvalho,  Director  of  Cancer  Research  with  Rand 
Development  Corporation,  Cleveland,  reported  that  the  production 
and  use  of  such  a vaccine  would  take  about  a year. 

The  District  of  Columbia  has  the  highest  number  of  hospital  beds 
per  1000  population  at  17.8,  according  to  Patterns  of  Disease  . . . 
D.C.  is  followed  by  New  York  with  14.0  and  Massachusetts  with  13.2. 

The  best  advice  for  avoiding  acute  health  conditions  would  be  to 
“head  for  the  sunny  south.”  The  Health  Insurance  Institute 
reported  that  people  living  in  the  South  average  fewer  acute  illnesses 
than  residents  of  any  other  region  while  the  average  person  living 
in  the  West  not  only  leads  in  such  conditions  but  suffers  more  re- 
stricted activity  and  bed  confinement  as  a result. 

The  American  Thoracic  Society  is  receiving  applications  for  re- 
search grants  in  the  field  of  respiratory  diseases,  including  tubercu- 
losis, for  the  year  beginning  July  1,  1962.  Applications  must  be 
received  not  later  than  December  15,  1961.  Write:  the  Division  of 
Statistics,  American  Thoracic  Society,  1790  Broadway,  New  York  19. 
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SCHEDULE  OF  EVENTS 


FRIDAY,  DECEMBER  1,  1961 

9:00  P.M.  annual  business  meeting — Academy  of  Medicine , Lovering  Avenue  at 

U nion 

Refreshments  following  meeting 

SATURDAY,  DECEMBER  2,  1961 

Tenth  Annual  Scientific  Assembly  of  Delaware  Chapter,  A.A.G.P. 


A.M. 

9:00  - 9:30 
9:30 

9:30  - 10:30 


10:30  - 11:00 
11:00  - 12:00 


P.M. 

12:00  - 1:45 
1:45-  2:45 


REGISTRATION VISIT  EXHIBITS 

moderator,  morning  session:  William  D.  Shellenberger,  M.D. 
president’s  welcome:  Joseph  Davolos,  M.D. 

THE  SCOPE  OF  INDUSTRIAL  MEDICINE  VERSUS  GENERAL  PRACTICE C.  Anthony 

D’Alonzo,  M.D.,  Assistant  Medical  Director , E.  I.  duPont  de  Nemours 
and  Company , Wilmington 
discussion:  William  A.  Wright,  M.D. 

M.  B.  Pennington,  M.D. 

RECESS EXHIBITS 

MUST  PATIENTS  BE  DENIED  ALL  PLEASURES? 

Chauncey  Leake,  Ph.D.,  L.H.D.,  Professor  of  Pharmacology , Ohio  State 
University  College  of  Medicine.  President,  Society  for  Experimental 
Biology  and  Medicine.  Past-President.  American  Association  for  Ad- 
vancement of  Science 
discussion:  Allston  J.  Morris,  M.D. 

Alfred  E.  Bacon.  Jr.,  M D. 

LUNCHEON EXHIBITS 

moderator,  afternoon  session:  Rhoslyn  Bishoff,  M.D. 

GROWTH  FAILURE  IN  INFANCY 

Stuart  S.  Stevenson,  M.D.,  Professor  and  Chairman,  Department  of  Pedi- 
atrics, Seton  Hall  College  of  Medicine  and  Dentistry 


2:45 

3:15 


4:15 

6:30 

7:30 

9:00 


Mead  Johnson  Distinguished  Lecturer  Program 
discussion:  David  A.  Levitsky,  M.D. 

Herman  Rosenblum,  M.D. 

3:15  RECESS EXHIBITS 

4:15  RECTAL  RECONNAISSANCE 

Howard  Trimpi,  M.D.,  F.A.C.S.,  Specialty,  Diseases  of  Colon  and  Rectum, 
Allentown,  Pennsylvania 
discussion:  Joseph  Arminio,  M.D. 

Caleb  Smith,  M.D. 

ADJOURNMENT 

cocktails — Hotel  duPont — Gold  Ballroom  Foyer 

dinner,  entertainment,  dancing  — Hotel  duPont,  Gold  Ballroom,  by 
reservation 

dance  music  by  Joel  Scott  Orchestra 
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LETTERS  TO  THE 

Medical  Society  of  Delaware 


New  York  Medical  College 
Flower  & Fifth  Ave.  Hospital 

Dear  Doctors, 

I want  to  very  sincerely  thank  the  Scholarship  Committee  for 
having  awarded  me  the  Medical  Society  of  Delaware  Scholarship  and 
very  especially  the  practicing  physicians  of  Delaware  who  have  con- 
tributed so  generously  toward  making  this  scholarship  a reality. 

Several  years  ago,  I reluctantly  initiated  my  pre-medical  program 
only  because  my  desire  to  study  medicine  was  greater  than  my  fear  of 
being  thwarted  because  of  financial  reasons.  Because  of  your  generosity, 
I thank  God,  today,  for  aiding  me  in  making  the  right  decision  at  that 
time. 

I promise  you  that  I will  work  very  hard  and  diligently  here  in 
Medical  School  so  that  I might  some  day,  with  the  help  of  God,  be 
allowed  to  enter  society  and  practice  medicine  with  the  prime  purpose 
of  administering  to  the  sick. 

Many  thanks,  again,  my  dear  friends. 

Very  sincerely, 

Alfonso  Paul  Carlo 
Class  of  1965 


210  S.E.  Front  Street 
Milford,  Delaware 

Gentlemen: 

Within  the  next  few  days  I will  begin  my  medical  training.  I 
know  that  the  road  to  becoming  a physician  will  not  be  easy.  There 
certainly  will  be  obstacles  in  my  path.  One  obstacle  has  been  greatly 
lessened  through  the  generosity  of  your  organization.  By  awarding 
me  a Medical  Society  Scholarship,  the  financial  burden  placed  on  my 
parents  has  been  greatly  decreased.  At  this  time  I would  like  to  express 
on  behalf  of  myself  and  my  parents  our  extreme  gratitude  to  The 
Medical  Society  of  Delaware  for  this  award. 

Very  sincerely  yours, 

Robert  B,  Brereton 
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Profile  Of  Our  President 


Mrs.  Joseph  V.  Casella 


Our  president,  Mrs.  Joseph  V.  Casella, 
has  been  active  in  Auxiliary  affairs  for 
many  years.  She  has  worked  on  the  Ways 
and  Means  Committee,  and  has  been  Chair- 
man of  the  Revisions  and  Today’s  Health 
Committee  for  New  Castle  County  Auxil- 
iary. She  has  also  served  as  Recording  Sec- 
retary, Bulletin,  Safety,  and  Revisions 
Chairmen  for  the  State  Auxiliary 

Mrs.  Casella,  who  was  born  Betty  Tal- 
lentire  in  Scottsdale,  Pennsylvania,  decided 
on  nursing  as  her  profession.  She  took  her 
training  at  Sibley  Memorial  Hospital  in 
Washington,  D.C.  After  graduation  she 
worked  as  supervisor  of  a nursery  at  Sibley. 

She  married  Dr.  Casella  after  he  had 
finished  his  residency  and  had  gone  into 
the  Army  at  Fort  Sam  Houston.  While  he 
was  overseas,  she  returned  to  Sibley,  where 
she  was  floor  supervisor  on  obstetrics.  The 
Casellas  moved  to  Wilmington  13  years  ago. 

The  Casellas  have  one  daughter,  Pamela 
(Pam),  who  is  a junior  at  Alexis  I.  DuPont 
High  School.  She  recently  was  one  of  four 
students  chosen  from  Alexis  I.  to  partici- 
pate in  a Science  Symposium  at  the  Univer- 
sity of  Delaware.  She  was  also  Delaware 
State  Novice  Diving  Champion  in  1957  and 
Delaware  State  Women’s  Champion  in 


1959.  She  is  a member  of  the  Vesper 
Swim  Club  of  Philadelphia. 

Mrs.  Casella’s  nursing  training  has  in- 
fluenced her  interests  outside  the  Medical 
Auxiliary.  She  is  a member  of  the  Junior 
Board  of  Wilmington  General  Hospital  and 
enjoys  working  in  all  phases  of  their  pro- 
gram. She  has  also  worked  with  the  Red 
Cross  on  their  chest  x-rays  and  blood  bank 
programs.  For  five  years  she  was  a home- 
room mother  for  Pam’s  rooms  and  was 
chairman  of  the  homeroom  mothers  when 
Pam  was  in  6th  grade. 

Her  main  hobby  is  gardening.  She  is 
an  enthusiastic  rose  grower,  and  has  taken 
several  courses  at  the  YWCA  on  gardening 
and  landscaping.  She  recently  decided  to 
take  up  golf  and  enjoys  it  very  much.  To 
help  her  keep  up  with  all  her  reading,  she 
took  the  Reading  Dynamics  Course  this 
year,  and  recommends  it  highly. 

This  year  the  Auxiliary  plans  to  empha- 
size programming,  legislation,  public  rela- 
tions and  community  service.  Delaware 
Health  Fair  will  provide  an  excellent  field 
for  public  relations  for  the  Auxiliary.  Mrs. 
Casella  hopes  to  interest  more  members  to 
take  an  active  part  in  Auxiliary  affairs. 
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DARVON*  COMPOUND-65 

Darvon  Compound-65  provides  twice  as  much  Darvon®  as  does  regular 
Darvon  Compound  without  increase  in  salicylate  content  or  the  size  of 
the  Pulvule®.  Usual  dosage  is  1 Pulvule  three  or  four  times  daily. 

Darvon  Compound  Darvon  Compound-65 

32  mg Darvon 65  mg. 

162  mg Acetophenetidin 162  mg. 

227  mg A.S.A.® 227  mg. 

32.4  mg Caffeine 32.4  mg. 

Darvon®  Compound  (dextro  propoxyphene  and  acetylsal icyl ic  acid  compound,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) 

A.S.A.®  (acetylsal  icy  I ic  acid,  Lilly) 

Product  brochure  available;  write  Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 

120360 


when  urinary 

tract 

infections 
present 
a therapeutic 
challenge . . . 


(chloramphenicol,  Parke-Davis) 


Often  recurrent . . . often  resistant  to  treatment,  urinary  tract  infections  are  among  the  most 
frequent  and  troublesome  types  of  infections  seen  in  clinical  practice.1*2  In  such  infections, 
successful  therapy  is  usually  dependent  on  identification  and  susceptibility  testing  of  invad- 
ing organisms,  administration  of  appropriate  antibacterial  agents,  and  correction  of  obstruc- 
tion or  other  underlying  pathology. 

Of  these  agents,  one  author  reports : “Chloramphenicol  still  has  the  widest  and  most  effective 
activity  range  against  infections  of  the  urinary  tract.  It  is  particularly  useful  against  the 
coliform  group,  certain  Proteus  species,  the  micrococci  and  the  enterococci.”1  CHLOROMYCETIN 
is  of  particular  value  in  the  management  of  urinary  tract  infections  caused  by  Escherichia 
coli  and  Aerobacter  aerogenes .3  In  addition  to  these  clinical  findings,  the  wide  antibacterial 
range  of  Chloromycetin  continues  to  be  confirmed  by  recent  in  vitro  studies.4-6 

Chloromycetin  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100.  See  package  insert  for  details  of  administration  and  dosage. 

Waiviing : Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia, 
granulocytopenia)  are  known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have 
occurred  after  both  short-term  and  prolonged  therapy  with  this  drug.  Bearing  in  mind  the  possibility  that 
such  reactions  may  occur,  chloramphenicol  should  be  used  only  for  serious  infections  caused  by  organisms 
which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when  other  less  poten- 
tially dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections,  such  as  colds,  influenza,  or 
viral  infections  of  the  throat,  or  as  a prophylactic  agent.  Precautions : It  is  essential  that  adequate  blood 
studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early  peripheral  blood 
changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be 
relied  upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  ar 

References : (1)  Malone,  F.  J.,  Jr*. : Mil.  Med.  125  :836,  1960.  (2)  Martin,  W.  J.  ; Nichols,  D.  R.,  & Cook,  E 
34:187,  1959.  (3)  Ullman,  A.:  Delaware  M.  J.  32:97,  1960.  (4)  Petersdorf,  R.  G. ; Hook,  E.  W.; 

Curtin,  J.  A.,  & Grossberg,  S.  E. : Bull.  Johns  Hopkins  Hosp.  108:48,  1961.  (5)  Jolliff,  C.  R. ; 

Engelhard,  W.  E. ; Ohlsen,  J.  R.  ; Heidrick,  R J.,  & Cain,  J.  A.:  Antibiotics  & Chemother.  10: 

694,  1960.  (6)  Lind,  H.  E. : Am.  J.  Proctol.  11  :S92,  1960.  saset 
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TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 


Lemuel  C.  McGee,  M.D.,  President 


Prepayment  medical  care  and  hospitaliza- 
tion plans  have  been  attacked  as  the  source 
of  a deterioration  in  the  relationship  be- 
tween doctor  and  patient  through  a pre- 
sumed loss  of  mutual  understanding  and 
trust.  It  is  generally  agreed  that  some 
change  has  occurred  in  this  relationship. 
The  degree  of  actual  change  and  its  cause 
is  conjectural.  Possibly,  the  method  of 
meeting  medical  and  hospital  bills  has  had 
less  to  do  with  the  cherished  patient-phy- 
sician relationship  of  our  forefathers  than 
have  scientific  and  technological  advances 
in  medicine. 

The  doctor  of  only  a generation  ago  could 
carry  in  his  bag  almost  all  of  his  equipment 
and  essential  medicaments.  Most  of  his 
work  was  done  in  the  home  of  the  patient; 
often  there  was  little  or  no  additional  assist- 
ance to  the  patient  which  could  be  obtained 
at  the  doctor’s  office  or  in  the  hospital.  The 
physician  lived  compassionately  with  suf- 
fering and  death;  only  occasionally  could 
he  assist  materially  in  nature’s  healing 
process.  He  became  a tradition,  memorial- 
ized typically  as  he  appears  in  the  well- 
known  painting  by  Sir  Luke  Fildes.  In 
this  portrait  the  doctor  sits  beside  the  bed 
of  a little  girl  who  lies  desperately  ill.  Her 

Presented  at  the  Annual  Meeting  of  the  Medical  Society  of 
Delaware,  October  27,  1961,  Wilmington. 


parents  stand  nearby,  fearful  yet  hopeful 
and  trusting.  The  physician  is  keeping  a 
vigil  which  will  terminate  only  by  the  child 
passing  a crisis  or  dying.  He  lends  friend- 
ship, comfort  and  prayers.  It  is  apparent- 
in  Fildes’  portrait,  that  there  is  little  more 
that  the  doctor  can  do.  Therein  is  an  ap- 
peal to  human  sentiments  which  is  lacking 
in  a present-day  hospital  scene,  with  the 
hustling  of  house  officers,  nurses  and  tech- 
nicians— highlighted  in  a maze  of  needles, 
tubing,  solutions  and  drugs. 

Yet,  the  record  is  clear.  An  American 
child  today,  in  view  of  the  immunizations 
she  has  received,  is  far  less  likely  to  become 
as  ill  as  the  one  seen  by  Fildes.  If  she  does 
become  critically  ill,  the  hustling  hospital 
team  has  a splendid  chance  of  saving  her 
life.  Sober  logic  forces  one  to  admit  that 
the  gain  to  the  little  patient  and  to  her 
parents  is  clearly  worth  the  change  in  the 
scene.  However,  man  is  an  emotional  and 
nostalgic  creature,  little  given  to  logic  and 
rationality.  He  misses  the  sentiment  in 
Fildes’  portrait  and  complains  about  it. 
Many  of  today’s  patients  still  seek  a large 
measure  of  personal  concern  and  interest. 
Such  a patient  prefers  a doctor  who  cares 
for  him  in  the  personal,  as  well  as  in  the 
technical  sense.  He  judges  the  doctor  by 
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the  latter's  personal  qualities  rather  than  by 
his  education,  training  or  scientific  skills. 

Has  the  evolving  pattern  truly  introduced 
an  impersonal  attitude  on  the  part  of  the 
physician?  Physicians  form  a cross  section 
of  the  society  in  which  they  live,  varying 
to  such  a degree  in  their  abilities  and  in- 
terests, that  generalizations  are  wholly  in- 
accurate. Critical  observation,  however,  in- 
dicates that  many  physicians  of  today 
have  as  deep  a personal  interest  in  the 
problems  of  their  patients  as  did  their 
forebears  in  the  profession.  The  patient  is 
apt  to  be  less  aware  of  this  interest  because 
of  the  circumstances  of  modern  medical 
care.  Changes  which  arise  from  scientific 
and  technical  progress  tend  to  create  a 
screen  which  leaves  the  recipient  of  excel- 
lent medical  care  unaware  of  the  personal 
interest  of  members  of  the  team  who  com- 
bine their  skills  to  provide  the  care.  The 
patient  requiring  the  facilities  of  a modern 
hospital  finds  himself  behind  this  screen. 
He  sees  a bewildering  number  of  strange 
faces,  some  repeatedly,  others  but  once  or 
twice,  as  his  hospital  record  is  created,  his 
laboratory  and  radiologic  procedures  com- 
pleted and,  finally,  surgical  or  other  thera- 
peutic skills  applied  to  his  person.  It  is  true 
that  the  patient  probably  will  see  a familiar 
face,  that  of  his  personal  physician,  at  least 
once  a day.  But,  what  of  the  psychologic 
impact  of  the  unfamiliar  faces  and  the 
realization  by  the  patient  that  his  present 
and  future  well-being  is  partly  in  the  hands 
of  technical  and  professional  people  he  does 
not  know  and  may  not  even  see!  It  re- 
quires considerable  understanding  and  ma- 
turity on  the  part  of  the  patient  to  take 
such  an  experience  in  stride,  and  not  to 
succumb  to  bewilderment  and  fear.  In 
illness,  one  becomes  dependent  on  others. 
Even  the  most  intellectual  of  patients  is 
apt  to  undergo  a temporary  “regression"  to 
helplessness,  and,  perhaps  to  childlike  be- 
havior. 

A thoughtful  physician  can  do  much  to 
remove  the  screen  which  prevents  the  pa- 
tient from  feeling  the  warmth  of  personal 


interest,  the  reality  of  which  is  well-known 
to  us.  That  personal  interest  is  part  of  the 
dedication  to  service;  and  although  it  has 
been  joined  to  skills  of  the  hand  and  head, 
and  is  surrounded  by  bottles,  tubes,  masks, 
and  other  gadgets,  it  is  none  the  less  quite 
genuine.  The  bacteriologist  looks  at  his 
cultures  and  through  them  visualizes  the 
person  with  the  disease.  The  radiologist 
repeatedly  shows  his  ability  to  translate 
the  shadow  of  the  skiagram  into  implica- 
tions for  the  human  being  who  created  the 
shadow.  The  modern  anesthesiologist  ex- 
presses his  deep  interest  in  the  patient  by 
parlaying  observations  on  pulse  rate,  res- 
piration, blood  pressure,  and  selection  of 
anesthesia  into  a better  knowledge  of  the 
patient  than  that  granted  to  his  predecessor 
who  dripped  ether  from  a can  onto  an  open 
mask.  These  things  must  be  understood 
by  the  patient  for  his  own  peace  of  mind 
and  to  the  end  that  the  fabled,  mystical, 
authoritarian  and  somewhat  over-idealized 
image  of  a physician  is  replaced  by  a clearer, 
more  accurate  and  more  satisfying  image. 
The  patient  who  sees  the  benefits  to  himself 
in  his  ready  access  to  a broad  spectrum  of 
specialized  skills  in  the  conquest  of  illness 
and  injury  gains  immense  reassurance.  He 
can,  through  the  educational  process,  find 
that  the  humanity  of  medical  institutions 
and  of  their  people  has  grown  larger  through 
the  support  of  sound  and  increasingly  scien- 
tific medical  care.  Human  warmth  and 
gentility  have  many  forms  of  expression. 
Let  it  be  emphasized  that  there  is  no  fully 
effective  art  of  medicine  without  the  under- 
pinning of  technical  competence. 

The  economic  barriers  to  good  patient 
care  are  less  frequent  today  than  formerly. 
The  phenomenal  growth  of  prepayment 
plans  to  cover  costs  of  illness  have  enabled 
more  people  to  seek  the  services  of  the 
physician,  and  to  seek  these  services  earlier 
in  the  course  of  illness.  “While  the  role 
of  uncertainty,  fear  of  suffering  and  death, 
and  the  emotional  regression  of  sick  people 
have  certainly  not  disappeared,  it  is  evi- 
dent that  the  average  American  patient  is 
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now  far  less  dependent,  better  informed, 
and  less  frightened  than  he  was  in  Osier’s 
day.”1  Upon  these  gains  the  physician  of 
the  present  and  the  future  can  add  still 
other  benefits  for  the  patient. 

To  build  further  on  the  service  function 
of  the  physician  in  the  total  welfare  of  his 
patient  requires  time  for  conversation.  There 
must  be  time  to  listen  to  the  patient  so  as 
to  know  what  his  problems  really  are,  in 
as  much  as  these  problems  extend  far  be- 
yond the  immediate  or  presenting  com- 
plaint. 

The  fragmentation  of  medical  care  is  here 
to  stay.  Specialization  and  the  need  for 
a diversity  of  skills  in  providing  adequate 
medical  care  is  demanded  by  the  growth  of 
scientific  knowledge.  The  pressures  are  not 
going  to  lessen,  short  of  a cataclysm  in  the 
present  civilization;  therefore,  we  must  cope 
with  them.  The  fact  that  the  patient  fre- 
quently needs  the  attention  of  several  phy- 
sicians for  the  utilization  of  our  multiplying 
skills,  spotlights  the  necessity  that  at  least 
one  of  the  physicians  in  the  sequence  keeps 
an  understanding  eye  on  the  whole  patient. 
Episodic  care  of  illness  and  the  use  of  special 
services  can  be  correlated  with  continuing 
medical  supervision  and  judicious  planning 
for  health  maintenance  and  disease  preven- 
tion. The  answer  lies  in  providing  someone 
on  the  medical  team  with  the  time  and 
opportunity  to  give  the  patient  personalized 
attention.  Such  an  objective  requires  an 
understanding  by  the  patient  of  this  es- 
sential aspect  of  medical  care. 

Too  often,  the  knowledgeable,  present- 
day  American  makes  his  own  initial  diag- 
nosis and  selects  his  specialist,  repeating  the 
process  with  each  new  symptom.  At  some 
point  he  decries  his  failure  to  achieve  the 
respite  he  sought,  blames  the  “disinterested” 
modern  doctor,  but  rarely  accepts  the  fact 
that  he  did  not  give  members  of  the  profes- 
sion a chance  to  serve  as  beneficially  as 
they  would  like.  Such  a patient  uses  the 
facilities  available  to  him  unwisely  and 
incompletely.  By  this  procedure  some  of 


the  patient’s  parts  may  be  cared  for,  but 
not  the  patient  himself.  One  doctor  should 
have  the  opportunity  to  integrate  the  con- 
tributions of  the  several  specialists. 

This  hiatus  in  adequate  medical  care  may 
have  been  aided  and  abetted  by  the  lack 
of  a satisfactory  actuarial  base  to  permit 
the  extension  of  “health  insurance”  to  cover 
1 ) detailed  and  time-consuming  history  and 
physical  examinations,  3 ) long-term  chronic 
illness,  3)  diagnostic  procedures,  4)  rehabili- 
tation services,  5)  periodic  medical  examin- 
ations and  6)  procedures  in  preventive 
medicine. 

The  need  for  time  to  listen  to  the  patient 
calls  for  a re-examination  of  the  conditions 
which  interfere  with  optimum  utilization  of 
the  doctor’s  time  and  skills.  For  example, 
how  can  he  be  relieved  of  administrative 
details  and  paperwork?  Both  improved 
office  equipment  and  increased  use  of  para- 
medical aides  can  save  time  for  the  phy- 
sician. Such  time  as  he  has  should  be  spent 
applying  his  skills  for  the  benefit  of  his 
patients. 

Increasing  recognition  of  the  vast  num- 
ber of  patients  presenting  emotional  factors 
as  a significant  component  of  their  illness 
add  to  the  time  problem  in  the  physician- 
patient  relationship.  Nonmedical  aspects 
of  illness  loom  ever  more  important  in 
our  changing  social  order.  The  existence 
of  illness  interacts  with  the  patient’s  family, 
his  job,  his  recreation,  his  feeling  of  inse- 
curity and  a variety  of  personal  problems. 
The  adjustment  of  man  to  the  world  around 
him  is  a study  which  now  interests  physi- 
cians more  than  it  has  in  the  past.  To  fail 
to  investigate  such  ecological  relationships 
can  result  in  misdirected  treatment,  loss  of 
confidence  by  the  patient,  a reputation  of 
lack  of  sympathy,  and  even  lack  of  com- 
petence, on  the  part  of  the  busy  doctor. 

In  the  turmoil  of  the  fast  moving  socio- 
economic experimentation  there  are  times 
when  one  must  be  exceptionally  perceptive 
to  identify  his  total  responsibility  to  the 
patient  and  must  be  exceptionally  deter- 


December,  1961 


347 


Delaware  Medical  Journal 


mined  in  order  to  meet  that  responsibility 
fully. 

One  nonmedical  consideration  which  has 
influenced  medical  diagnosis  and  treatment 
has  been  mentioned — the  type  of  insurance 
coverage.  A patient  who  has  only  coverage 
for  hospital  care  has  found,  in  the  recent 
past,  a monetary  motive  to  seek  treatment 
in  the  hospital  rather  than  at  home  or  in 
the  doctor’s  office.  A way  needs  to  be 
found  for  the  removal  of  this  improper  pres- 
sure on  medical  decisions.  Its  existence  is 
disruptive  to  wholesome  patient-physician 
relations. 

To  provide  the  time  which  is  required 
for  individualized  attention  sought  by  pa- 
tients means  an  increase  in  the  number 
of  physicians.  The  imbalance  between  sup- 
ply and  demand  for  doctors  is  such  that  the 
Consultant  Group  on  Medical  Research  and 
Education  to  the  Secretary,  Department 
of  Health,  Education  and  Welfare  recom- 
mended that  medical  school  enrollment 
should  be  increased  50  per  cent  during  the 
next  eight  years.  To  do  this  will  require 


enlarging  the  classes  in  some  of  the  existing 
schools  as  well  as  the  creation  of  fourteen 
to  twenty  additional  medical  schools  dur- 
ing the  next  decade.2  The  enlarged  educa- 
tional facilities  must  be  matched  by  addi- 
tional qualified  applicants  for  medical  train- 
ing. The  nation’s  overall  need  for  technical 
people  trained  in  physical  sciences,  in  en- 
gineering, in  mathematics,  in  social  and  bio- 
logical sciences,  has  resulted  in  keen  com- 
petition for  apt  young  brains.  Medicine 
must  recruit  its  fair  share  for  what  is  ad- 
mittedly not  only  the  longest  but  the  most 
rigorous,  greulling,  and  intellectually  de- 
manding, of  the  training  disciplines  required 
to  enter  a profession.  Even  though  the 
premedical,  medical  school,  interne  and  hos- 
pital residency  training  periods  make  sweep- 
ing demands  on  the  students’  time  and 
energy,  where  can  one  find  more  satisfaction 
in  accomplishment  and  service  than  is  found 
in  medicine? 
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A LETTER  to  the  Medical  Society  of  Delaware 


Each  full-time  undergraduate  student  registering  at  the  University  of 
Delaware  for  the  Fall  semester  is  requested  to  complete  a medical  history 
form  and  to  see  his  family  physician  for  a physical  examination.  In  the 
history,  we  ask  this  question:  Are  you  sensitive  to  any  drug ? 


We  have  received  just  over  1,000  completed  forms  at  this  date,  (Oct.  1, 
1961).  The  tabulation  of  the  drug  sensitivities  is  as  follows: 


Penicillin  50 

Sulfa 40 

Students  who  have  more  than  one 

sensitivity  11 

Aspirin  5 

Tetanus  Antitoxin  5 

Codeine  4 

Horse  Serum 3 

Tetanus  Toxoid  3 

Antibiotics  2 

Aureomycin 2 

Mercury 2 

Antihistamines  1 


Atropine  1 

Cortisone  1 

Ether  1 

Menthol  1 

Morphine  1 

Novocain  1 

Noxema  1 

Nupercainal 1 

Plastic  Bandages  1 

Streptomycin  1 

Terramycin  1 

Tranquilizers 1 


Judith  Hess,  R.N.  Gordon  Keppel,  M.D. 

Head  Nurse  Director  of  Student  Health 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES* 

MEDICAL  SOCIETY  OF  DELAWARE 


The  172nd  Annual  Session  of  the  House  of 
Delegates,  Medical  Society  of  Delaware,  was 
called  to  order  in  the  Treadway  Inn,  Dover, 
Delaware,  at  2:10  o’clock  p.m.,  Sunday,  October 
22,  1961,  Dr.  Lemuel  C.  McGee,  President,  pre- 
siding. 

The  roll  call  was  taken  by  Secretary  Abbiss 
and  a quorum  declared. 


President  McGee:  May  we  now  have  a report 
from  Dr.  Levy,  Treasurer? 

Dr.  Levy:  The  Treasurer’s  report  will  be  pre- 
sented in  two  parts.  One  is  the  balance  sheet 
which  has  been  audited  by  Haggerty  and  Hag- 
gerty as  of  December  31,  1960,  and  then  a report 
of  the  expenditures  for  the  nine-month  period 
ending  September  30,  1961. 


A motion  was  made,  seconded  and  carried  to 
elect  two  delegates  to  represent  Kent  County. 

The  minutes  of  the  1960  session  were  accepted 
as  printed  in  the  Delaware  Medical  Journal. 

President  McGee:  The  next  item  on  our  agenda 
has  to  do  with  our  balloting  for  the  Distinguished 
Service  Award  which  the  State  Society  from  time 
to  time  has  bestowed  upon  one  or  more  of  its 
members  who  have  given  outstanding  service  in 
the  past  to  the  Society.  If  there  is  no  motion 
we  will  proceed  under  the  suggestion  of  the 
Council  and  vote  for  one  and  have  the  ballots 
collected  later. 

President  McGee:  Next  is  the  report  of  the 
Secretary,  Dr.  Abbiss. 

REPORT  OF  THE  SECRETARY 

The  various  duties  of  the  Secretary  have  been 
greatly  lightened  by  the  efficient  manner  in 
which  the  Executive  Secretary,  Mr.  Lawrence 
Morris,  performs  the  duties  of  his  office.  The 
Council  of  the  Medical  Society  has  met  seven 
times  during  the  year,  the  meetings  being  held 
alternately  in  Dover  and  Wilmington..  Minutes 
of  the  Council  Meetings  and  of  the  various  com- 
mittee meetings  have  been  duly  recorded,  ap- 
proved and  filed  as  a permanent  record.  The 
Secretary  has  functioned  as  Chairman  of  the 
Commission  on  Public  Affairs  and  one  meeting 
of  this  Commision  has  been  held  during  the  year. 

Respectfully  submitted, 

J.  W.  ABBISS,  M.D.,  Secretary 

The  report  was  accepted. 


*The  complete  report  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  in  the  Medical  Society  office  and  is  available  to 
members  for  reference. 


REPORT  OF  THE  TREASURER 

Medical  Society  of  Delaware 
Balance  Sheet  at  December  31,  1960 

ASSETS 

GENERAL  FUND: 

Cash  in  bank: 

Regular  account — 

exhibit  B $ 3,861.04 

Savings  account  5,314.57 

$ 9,175.61 

Investments — schedule  A-l: 

Stocks  12,949.08 

Government  bonds  ....  11,073.76 

24,022.84 

Due  from  State  Medical 

Journal  340.63 

Due  from  New  Castle 

Co.  Medical  Society  ..  3.99 

344.62 


$33,543.07 

DELAWARE  MEDICAL  JOURNAL: 

Cash  in  bank: 

Operating  account — 


exhibit  C $ 7,557.04 

Savings  accounts  9,209.73 


Investments — 
Government  bonds  .... 


16,766.77 

3,502.38 


20,269.15 


$53,812.22 

LIABILITIES  and  FUND  BALANCES 
GENERAL  FUND: 

Liabilities: 

Employees’  withhold- 
ing and  and  accrued 
payroll  taxes  $ 545.89 
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Reserve: 

Defense  fund  1,000.00 

Fund  balance  31,997.18 

$33,543.07 

DELAWARE  MEDICAL  JOURNAL: 

Liabilities: 

Due  to  General  Fund  ....  340.63 

Fund  balance  19,928.52 

20,269.15 


$53,812.22 

Treasurer’s  Report  of  Expenditures 
January  1 — October  6,  1961 


Salaries  $ 9450.00 

Taxes  (note  1)  1,533.73 

Travel  and  Meeting  Expense  830.14 

Memberships  and  Contributions 

(note  2)  2,320.00 

DMJ  Subscriptions  1,134.00 

Telephone  and  Telegraph  447.27 

Printing  625.75 

Committees — Direct  expense  145.50 

Miscellaneous  office  expense  190.28 

Annual  Meeting  62.50 

Miscellaneous  expense  (note  3)  1,003.32 


$17,742.49 

Note  1: 

Includes  $762.84  Reimbursable  by  Journal 
$545.86  Fourth  quarter,  1960 

Note  2: 

Includes  $2,100.00  to  Delaware  Academy  of 
Medicine 

Note  3. 

Excludes  as  separately  funded: 

Blue  Cross  Subscriptions  $13,452.54 


AMA  due  paid  $ 9,325.00 

Scholarships  granted  $ 1,000.00 


It  should  be  pointed  out  that  the  Fall  is  usually 
the  most  expensive  season  for  the  Society.  Ex- 
penditures to  date  include  very  little  of  the  an- 
ticipated annual  meeting  expense,  and  none  of 
the  expense  involved  in  organizing  new  commit- 
tees and  preparing  the  Society  for  the  adminis- 
trative year  beginning  with  this  annual  meeting. 

In  view  of  the  uneven  cost  pattern  over  the 
year,  however,  present  expenditures  place  the 
Society’s  budget  in  approximately  the  position 
it  should  be. 

The  complete  audit  in  detail  is  on  file  in  the 
Medical  Society  office  and  is  available  to  members 
for  reference. 

Respectfully, 

CHARLES  LEVY,  M.D.,  Treasurer 

The  report  was  accepted. 

President  McGee:  We  will  now  have  the  report 


of  the  Executive  Secretary,  Mr.  Lawrence  Morris, 
Jr. 

REPORT  OF  THE 
EXECUTIVE  SECRETARY 

Once  again  it  is  my  privilege  to  come  before 
the  House  of  Delegates  to  present  an  annual 
report  from  the  staff.  On  each  previous  occasion 
I have  presented  a compendium  of  facts  and 
figures  with  which  I meant  to  document  progress 
in  given  areas,  and  to  give  you  a concrete  idea 
of  what  the  Society  is  doing  about  some  of  its 
specific  problems.  This  has  been  a source  of 
considerable  frustration  for  me,  since  it  is  liter- 
ally impossible  to  explain  in  ten  minutes  what 
has  happened  in  12  months,  and  I have  never 
felt  any  particular  sense  of  having  achieved  the 
impossible. 

My  problem  remains  one  of  trying  to  clarify 
for  you  what  the  Society  has  faced  during  the 
past  year,  and  how  it  has  tried  to  serve  both 
your  interests  and  the  purpose  for  which  it  was 
chartered,  the  advancement  of  the  public  health 
and  welfare.  This  is,  in  itself,  largely  the  mes- 
sage of  the  reports  you  are  about  to  hear,  and 
I have  no  wish  to  intrude  on  the  ground  of  the 
reports  or  of  the  addresses  of  the  elected  officers. 
I would  like  to  try,  however,  to  talk  of  areas  of 
responsibility  and  to  offer  a perspective  which 
may  not  come  clearly  from  the  mass  of  more 
or  less  independent  problems. 

In  a rough  analogy,  the  Medical  Society  of 
Delaware  may  be  said  to  stand,  like  a table,  on 
the  four  legs  of  professional  education,  profes- 
sional representation  in  a number  of  ways,  in- 
cluding legislatively,  public  relations,  including 
both  basic  components — public  service  and  pub- 
licity, and  direct  services  to  members.  It  is  im- 
portant to  remember,  I think,  that  the  effect 
will  more  often  be  shown  in  small  ways  than 
in  spectacular  ones.  The  state  senator  asking 
for  an  opinion  on  a health  food  bill,  the  photo- 
graph secured  to  meet  an  hour’s  deadline  for  a 
newspaper,  the  doctor  seeking  a qualified  special- 
ist for  a patient  moving  to  another  town — are 
needs  met  by  the  Society  which  in  themselves 
justify  no  mention  in  an  annual  report,  but 
cumulatively  assume  an  importance  in  the  shap- 
ing of  the  physicians’  collective  image  and  of 
the  usefulness  of  the  organization. 

Eighty  percent  of  the  population  of  the  world 
will  never  consult  a physician,  but  health  care 
and  the  right  to  it  are  no  longer  thought  of  as 
a luxury  in  this  country  but  as  a necessity  of  life. 
I am  not  going  to  disagree  with  this  concept, 
nor  have  your  actions  implied  that  you  do.  We 
are  left,  however,  with  the  real  problem  of  assur- 
ing good  availability  and  distribution  of  health 
services,  and  of  providing  and  maintaining  high 
standards  of  care. 
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A basic  premise  of  proper  distribution  of  ser- 
vices is  the  availability  of  enough  physicians  to 
care  for  the  people.  While  physician  to  patient 
ratios  here  are  still  relatively  high  for  the 
southeast,  Delaware,  in  common  with  the  nation, 
faces  a possible  shortage  of  physicians.  The 
Society  has  tried  to  do  something  about  it.  A 
scholarship  program  authorized  last  year  is  now 
in  operation.  Talks  to  students  in  the  state 
have  been  started  and  will  continue.  Future 
Physicians  Clubs  are  being  contemplated.  You 
will  be  asked  this  afternoon  to  invest  in  an 
exhibit  to  interest  high  school  people  in  the 
study  of  medicine,  and  an  active  committee  ex- 
ploring the  possibilities  of  a school  of  basic 
medical  sciences  will  report.  We  will  try  to 
carry  this  recruitment  program  into  the  schools 
on  a town  level.  Many  of  you  will  be  asked  to 
help. 

The  Society  has  undertaken  to  foster  continu- 
ing education  and  the  interchange  of  ideas.  The 
media  for  this,  usual  and  not  so  usual,  are  the 
radio  seminars,  which  represent  the  best  effort 
so  far  to  bring  a high  volume  of  education  to  the 
local  level  at  relatively  low  cost;  the  live  seminar, 
which  we  are  prepared  to  supply  considerably 
beyond  the  presently  demonstrated  demand;  and 
the  Delaware  Medical  Journal.  As  will  become 
apparent  with  the  reading  of  the  Journal’s  report 
in  a few  minutes,  we  cannot  claim  the  book  as 
a contributor  to  the  Society’s  financial  reserves 
this  year,  but  the  considerably  increased  interest 
in  it,  which  can  be  demonstrated,  justifies  an 
earlier  decision  to  concentrate  on  improving  it 
and  making  it  a more  effective  means  of  com- 
munication for  and  within  the  Society. 

A continuing  concern,  partly  sought  after 
and  partly  thrust  upon  us,  has  been  the  definition 
and  defense  of  the  physician’s  place  under  the 
law.  In  a positive  sense,  the  Society  has  worked 
directly  and  sustainedly  with  the  legal  profession 
to  improve  the  conditions  under  which  physicians 
participate  in  the  legal  processes,  to  minimize 
the  threat  of  the  unfounded  liability  case,  to 
better  ensure  justice  in  the  well-founded  one, 
to  provide  the  state  with  good  and  workable 
laws  in  areas  of  mutual  concern,  and  to  educate 
each  profession  in  the  problems  of  the  other. 
In  my  opinion,  no  benefit  has  been  greater  than 
the  growth  of  a climate  of  respect  and  apprecia- 
tion between  the  doctors  and  the  lawyers  of 
Delaware.  If  this  is  still  imperfect,  it  neverthe- 
less exists  to  a degree  that  it  had  not  in  the  past. 

The  problem  of  law,  however,  goes  considerably 
beyond  accomodation  to  existing  law.  It  is 
also  the  responsibility  of  the  Society  to  exert 
its  influence  toward  shaping  future  law,  both 
by  supporting  legislation  it  thinks  good  and  op- 


posing that  it  thinks  bad.  This  is  the  subject 
of  the  report  of  the  Committee  on  Public  Laws, 
which  has  done  a good  deal  in  this  area.  To  me, 
the  most  constructive  aspect,  which  is  somewhat 
obscured  in  the  volume  of  work  reflected  by  the 
report,  is  the  extent  to  which  progress  has  been 
made  in  simple,  active,  talking  to  the  people. 
This  has  often  been  our  weakest  point,  and  I am 
glad  to  be  able  to  report  a marked  increase  in 
public  communication — in  newspapers,  on  radio, 
on  platforms,  and  in  the  legislative  halls.  On  a 
person  to  person  basis,  the  Society’s  representa- 
tives have  met  and  discussed  mutual  problems 
with  pre-payment  plans,  hospital  administrators, 
welfare  groups  and  health  agencies,  professional 
associations,  organized  labor,  and  a number  of 
other  groups,  all  of  whom  share  an  interest  in 
things  that  affect  the  Society  profoundly.  There 
has  been  a growing  willingness  to  seek  out  the 
thoughts  of  others  and  to  present  directly  points 
of  view  that  had  previously  been  relayed  chiefly 
through  intermediaries. 

In  progress  or  about  to  be  are  a health  column 
for  local  newspaper  use,  working  relations  be- 
tween the  press  and  the  medical  journal  for 
better  dissemination  of  medical  information  of 
interest  to  the  public  and  a press  code  for  use 
by  doctors,  hospitals  and  news  media. 

The  economic  interests  of  the  doctor  are  a 
legitimate  concern  of  the  Society.  This  year 
we  have  been  able  to  implement  a Blue  Cross- 
Blue  Shield  Group  for  the  members  and  their 
office  employees,  which  will  save  an  aggregate 
$5,000-$6,000  for  those  now  participating,  and 
incidently  provide  a tool  to  some  in  competing  for 
competent  office  help  with  the  fringe  benefit 
programs  of  industry.  The  premium  fund  has 
been  managed  so  as  to  produce  several  hundred 
dollars’  interest  each  year  to  be  written  against 
the  costs  of  the  program,  which  are  considerable 
when  staff  time  is  considered.  This  has  allowed 
us  to  eliminate  the  service  charge  to  subscribers, 
which  is  a feature  of  a number  of  similar  medical 
society  plans.  Also  under  study  is  a possible 
revision  of  prepayment  plans  to  provide  better 
financing  of  patients’  costs. 

I could  continue  this  report  at  great  length, 
but  it  would  probably  do  little  toward  showing 
the  kinds  and  extent  of  the  problems  the  Society 
is  approaching  on  your  behalf.  There  has  been 
little  by  way  of  startling  solutions  to  major  prob- 
lems. Someone  has  said  that  major  problems 
are  never  solved;  they  are  chipped  away  until 
they  cease  to  be  major.  We  have  tried  to  do  our 
share  of  the  chipping. 

I do  want  to  conclude  this  report  by  calling 
to  your  attention  the  diligent  and  faithful  work 
of  Mrs.  Winifred  Donnelly,  staff  secretary,  and 
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of  Mrs.  Melita  A.  Phillips,  assistant  editor  of  the 
Journal.  Both  of  these  ladies  have  worked  long 
and  hard  to  advance  the  Society’s  interests,  and 
they  are  deserving  of  your  recognition.  Finally, 
I want  to  express  my  own  thanks  to  the  officers 
and  members  of  the  Society  for  their  help  and 
courtesy  during  the  year  past,  and  to  the  County 
Medical  Societies  for  their  unfailingly  courteous 
welcomes  when  I have  visited  them.  . 

Respectfully  submitted, 
LAWRENCE  C.  MORRIS,  JR 
Executive  Secretary 

The  report  was  accepted. 

President  McGee:  We  will  now  proceed  with 
the  reports  of  the  Standing  and  Special  Com- 
mittees. We  will  start  first  with  the  Budget 
Committee’s  Report,  Dr.  Levy. 

Report  of  the  Committee  on  Budget 

Your  Committee  has  met,  reviewed  the  budget 
expenses  of  the  year  past  and  discussed  the  needs 


of  the  Society  for  the  year 

to  come. 

mend  adoption  of  the  following  bud£ 

endar  1962. 

RECEIPTS 

Dues — State  Society  .... 

$20,000.00 

Dues — AMA  

13,650.00 

Collection  Commissions 

AMA  Dues  

136.50 

Overhead  contribution 

from  Medical  Journal 

1,980.00 

Exhibit  Rental  

1,000.00 

Banquet  Tickets  

1,400.00 

Dividends  

740.00 

Interest  

500.00 

Total  Receipts  

DISBURSEMENTS 

Salaries 

Salaries  

$13,280.00 

Payroll  Taxes  

268.13 

Hospitalization,  Staff 

Secretary  

62.40 

Operations 

Journal  Subscriptions 

$ 1,290.00 

Audit  fee  

275.00 

Committee  appropriations 

Public  Laws  

500.00 

Medical  Service  and 

Public  Relations  .. 

200.00 

AMEF  

150.00 

Emergency  Prepar- 

edness  

100.00 

Woman’s  Auxiliary  .. 

100.00 

Contingency  

450.00 

$39,406.50 


$13,610.53 


Dues  Forward 
American  Medical  Assn. 


$ 3,065.00 


$13,650.00 


Office 

Academy  contribution  $ 2,100.00 
Telephone  and  Tele- 
graph   650.00 

Stationery  and  Print- 
ing   500.00 

Miscellaneous  150.00 

Travel 

AMA— Delegate  $ 750.00 

AMA— MSEA  Confer- 

ference  250.00 

AMA — Institute  150.00 

Local  300.00 

Contingency  350.00 

Annual  Meeting 

Rental  $ 50.00 

Stenotyping  300.00 

Printing  200.00 

Prospectus  50.00 

Supper — House  of  Del- 
egates   150.00 

Banquet  1,200.00 

Guest  Speakers  300.00 

Freight  Charges  100.00 

Wiring  50.00 

Porters  30.00 

Clerical  Help  45.00 

Janitorial  Help  25.00 

Subscriptions.  Contributions,  Dues 
AMA — Aces  & Deuces 


Dues  $ 

Conference  of  Presi- 
dents of  State  Medi- 

25.00 

cal  Societies  

Medical  Society  Execu- 

25.00 

tivs  Association  

Delaware  State  Cham- 

10.00 

ber  of  Commerce  .. 
Delaware  State  Science 

50.00 

Fair  

Shearon  Legislative 

50.00 

Service  

12.50 

Unbudgeted  for  conting- 
gency  


$ 3,400.00 


$ 1,800.00 


$ 2,500.00 


$ 172.50 


$ 1,208.47 


The  Committee  on  Budget  calls  your  atten- 
tion to  three  contingency  funds  within  the  bud- 
get. One  is  for  travel,  one  is  for  committee  ex- 
pense, and  the  other  is  uncommitted..  Since  it 
is  impossible  for  us  to  anticipate  exactly  what 
the  Society  will  be  called  upon  to  do  in  each 
of  its  many  areas  of  activities  within  the  next 
year  and  a half,  we  consider  the  keeping  of  un- 
committed funds  in  the  budget  absolutely  neces- 
sary. This  budget,  therefore,  does  not  show 
exactly  where  all  of  the  Society’s  funds  will  be 
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spent  during  the  next  year,  but  instead  gives 
a general  idea  of  the  proportions  and  the  prob- 
lems that  we  expect  to  meet.  To  budget  in  any 
other  way  would  impose  such  rigid  restrictions 
that  the  flexibility  the  Society  must  have,  would 
be  lost. 

The  Committee  also  recommends  the  estab- 
lishment of  an  appropriate  interest-bearing  ac- 
count to  provide  some  return  on  the  Society’s 
funds. 

Respectfully  submitted. 

Charles  Levy,  M.D.,  Chairman 

R.  W.  Comegys,  M.D. 

R.  J.  Lewis,  M.D. 

J.  S.  McDaniel,  M.D. 

Charles  Walker,  Jr.,  M.D. 

The  report  was  accepted. 


We  thank  our  many  contributors  for  their 
efforts;  some  of  them  have  been  loyal  supporters 
of  their  journal  over  the  years.  We  regret  the 
fact  that  some  of  the  material  submitted  by  them 
was  not  published.  We  hope  for  their  continued 
support. 

Respectfully  submitted 
A.  Henry  Clagett,  Jr. 

The  report  was  accepted. 

President  McGee:  Mr.  Morris  as  Business  Man- 
ager will  make  a report  of  the  expenditures  of 
the  Journal. 

Report  of  the  Managing  Editor  and 
Business  Manager 

Conclusion  of  business,  July,  1960,  issue  through 
conclusion  of  business,  July,  1961  issue. 


Report  of  the  Program  Committee 

The  Program  Committee  has  no  formal  report. 
The  annual  meeting  to  be  held  at  the  Academy 
of  Medicine  on  Friday,  October  27th  is  the  result 
of  the  combined  efforts  of  this  committee  and 
the  Executive  Secretary  of  the  State  Society. 

James  T.  Metzger,  M.D.,  Chairman 

Lawrence  Katzenstein,  M.D. 

J.  C.  Rawlins,  M.D. 

The  report  was  accepted. 

President  McGee:  From  the  Publications  Com- 
mittee the  report  will  be  made  in  two  parts. 

REPORT  OF  THE 
PUBLICATIONS  COMMITTEE 

Report  of  the  Editor 

Near  the  close  of  1960  the  Journal  noticed  a 
sharp  decline  in  the  amount  of  advertising.  This 
trend  was  not  local  but  occurred  on  a national 
scale. 

To  remain  solvent  it  is  necessary  that  we  ad- 
here to  a strict  ration  between  advertising  and 
text.  As  of  September,  1960  we  had  published 
372  pages  of  text  while  at  the  same  time  this 
year  the  number  of  pages  had  been  limited  to 
280. 

Following  an  intensive  four  year  campaign 
by  all  members  of  the  Journal  staff,  we  have 
received  more  scientific  material  submitted  for 
publication  in  1961  than  in  any  previous  year. 
This  means  that  we  have  been  forced  to  reject 
material  for  publication  which  otherwise  we 
would  have  found  most  acceptable. 

We  do  not  know  whether  the  present  adver- 
tising situation  is  permanent;  we  hope  that  the 
future  may  see  a return  of  the  Journal  to  its 
previous  size. 


STATE  A— OPERATING  ACCOUNT 
Balance,  beginning  of  year  $ 9,549.76 


RECEIPTS 

Advertising  $21,880.39 

Subscriptions  1,301.00 

Single  copy  sales  9.50 

Interest  — government 

bonds  87.50 

SMJAB  — working  fund 
rebate  348.19 


$23,626.58  $33,176.34 

DISBURSEMENTS 

Printing  and  mailing  of 


Journal  $17,574.50 

Salaries  6,000.00 

OASDI  taxes  180.00 

Press  clipping  service  ....  240.00 

Copyrights,  prepaid  100.00 

Plates  290.45 

Special  printing  196.75 

Insurance  92.85 

Addressing  and  mainten- 

tenance  of  lists  120.00 

Staff  travel  and  expense  283.55 

Miscellaneous  supplies  ..  7.23 

Refund  — subscription 

over-payment  3.25 

Overhead  contribution  to 

Medical  Society  of  Del.  1,980.00 


$27,068.58 

Transfer  to  Wilmington 
Savings  Fund  Society  .... 


$ 6,107.76 
$ 4,500.00 


Balance — end  of  year  ....  $ 1,607.76 

STATEMENT  B— SAVINGS  ACCOUNT 
Wilmington  Savings  Fund  Society 


Balance,  beginning  of  year  $ 9,011.04 

Deposited  4,500.00 
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Interest  354.75 


Balance,  end  of  year  $13,865.79 

STATEMENT  C— WAR  BONDS 

Purchased  1942  at  cost  $ 3,502.38 

Current  value  3,502.38 

Summary 

Operating  funds  and  re- 
serve, beginning  of  year  $22,063.18 

Operating  funds  and  re- 
serves end  of  year  ....  $18,975.93 

Net  loss  for  year $ 3,087.25 

Respectfully  submitted, 


M.  A.  Tarumianz,  M.D. 
Managing  Editor 
Lawrence  C.  Morris,  Jr. 
Business  Manager 

The  report  was  accepted. 

President  McGee:  The  next  report  is  that  of 
the  Committee  on  Public  Laws. 

REPORT  OF  THE 
COMMITTEE  ON  PUBLIC  LAWS 

During  the  past  year  this  committee  partici- 
pated directly  or  indirectly  in  a number  of  ac- 
tivities related  to  the  legislative  process  locally 
and  nationally.  The  following  is  a fair  summary 
of  these  activities: 

(1)  The  House  of  Delegates  meeting  in  1960 
committed  the  committee  on  public  laws  to  seek 
an  amendment  to  the  Motor  Vehicle  Code  regu- 
lating ambulances  in  the  same  way  that  any 
other  moving  vehicle  is  regulated.  Such  a bill 
was  drawn  up  by  the  Society’s  attorney,  but  met 
with  considerable  objection  by  some  members  of 
the  committee.  It  was  felt  by  them  that  in 
general,  cooperation  from  ambulance  drivers  was 
good,  and  that  some  of  the  rapport  between 
them  and  the  medical  profession  would  be  lost 
if  a bill  suddenly  changing  their  status  was  sub- 
mitted. It  was  suggested  that  a process  of  educa- 
tion precede  the  submission,  if  still  felt  necessary 
of  any  such  bill.  At  the  present  time  no  further 
action  has  been  taken  on  this  matter.  . 

(2)  The  relationship  between  the  medical  ex- 
aminer’s system  and  the  coroner’s  system  in 
Delaware  was  further  studied  this  year.  The 
actual  preparation  of  legislation  for  altering  this 
situation  was  referred  to  a sub-committee  of  the 
Joint  Committee  on  Medical  Legal  Affairs.  An 
amendment  to  the  post-mortem  medical  examin- 
er’s act  was  prepared  by  this  committee  which, 
with  some  suggested  changes,  was  approved  by 
this  committee.  The  purpose  of  the  amending 
phrases  was  to  make  the  coroners  a part  of  the 
post-mortem  medical  examiners  system  and  to 


define  the  function  of  the  coroner.  Also,  in  es- 
sence, it  strengthened  the  Board  of  Post-Mortem 
Medical  Examiners,  and  in  addition  made  certain 
changes  which  should  strengthen  the  support  for 
this  system  by  our  medical  colleagues  in  the 
southern  part  of  the  State. 

(3)  The  chiropodists  presented  two  proposals 
during  the  year,  on  which  they  requested  an  en- 
dorsement by  the  Medical  Society  of  Delaware. 
The  first  of  these  would  make  it  a matter  of 
statute  that  legitimate  functions  of  chiropodists 
performed  by  them  under  the  Delaware  Law  be 
reimburseable  by  insurance  sold  in  Delaware. 
After  careful  adjustments  in  the  wording  of  this 
proposal,  this  committee  saw  no  objection  to 
this  proposal  and  endorsed  it. 

The  second  proposal  concerned  the  deletion 
from  the  Medical  Practice  Act  of  Section  D-2 
of  paragraph  1731,  which  is  an  exempting  clause 
for  the  treatment  of  corns  and  bunions.  This 
proposal  had  no  practical  purpose,  since  the 
Chiropody  Code  gives  chiropodists  full  authority 
to  practice,  but  was  explained  by  them  as  a mat- 
ter of  professional  pride.  It  was,  however,  the 
feeling  of  this  Committee  that  no  good  purpose 
would  be  served  by  introducing  a special  act  to 
amend  the  Medical  Practice  Act  for  this  purpose, 
and  voted  to  inform  the  chiropody  society  that 
such  a move  would  be  opposed  at  this  time,  but 
would  be  considered  during  the  next  revision 
of  the  Medical  Practice  Act. 

(4)  The  Medical  Council  has  apparently  experi- 
enced considerable  difficulty  in  securing  neces- 
sary funds  for  the  operation  of  its  office.  If  all 
of  the  fees  paid  for  licensure  and  reciprocity 
procedures  could  be  diverted  directly  to  the 
Medical  Council,  there  would  be  sufficient  funds 
for  operation  of  same.  The  practice  has  been, 
however,  to  divert  such  fees  into  the  general 
fund  with  a minimal  proportion  being  set  aside 
for  the  operation  of  the  Medical  Council.  The 
Committee  on  Public  Laws  assured  the  Medical 
Council  that  it  would  cooperate  in  backing  legis- 
lation which  would  provide  satisfactory  and 
necessary  funds  for  the  operation  of  its  functions. 
Meanwhile,  House  Bill  No.  263  was  prepared  to 
amend  section  1737  and  1753  of  the  Medical 
Practice  Act  to  require  annual  re-registration 
with  the  Medical  Council  in  order  to  qualify 
for  a renewal  certificate  to  practice  in  the  State 
of  Delaware.  This  Bill  was  passed  and  became 
Law  with  the  signature  of  the  Governor  on  June 
23,  1961.  It  requires  an  annual  renewal  fee  of 
$15.00  for  every  practicing  physician  due  on  or 
before  the  30th  day  of  June  of  each  year.  No 
one  in  the  Medical  Society  or  on  the  Medical 
Council  claims  authorship  for  this  Bill,  although 
it  apparently  solves  the  financial  problems  of  the 
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Medical  Council  since  the  collection  of  this  an- 
nual fee  is  made  the  responsibility  of  the  Medical 
Council  of  Delaware. 

Meanwhile,  the  State  of  Delaware,  in  its  efforts 
to  increase  income  by  all  possible  means,  raised 
the  licensure  fees  for  all  endeavors  all  across 
the  board.  As  far  as  the  practice  of  medicine 
was  concerned,  there  seemed  to  be  considerable 
misunderstanding  amongst  the  legislators  develp- 
ing  these  changes  in  reference  to  the  non  re- 
strictive interpretation  of  a license  to  practice 
medicine.  There  were  efforts  in  the  beginning 
to  make  the  license  fee  different  for  different 
types  of  practitioners,  but  when  it  was  explained 
that  a license  to  practice  medicine  in  the  State 
of  Delaware  encompasses  all  fields  of  medicine, 
it  was  finally  accepted  that  all  persons  licensed 
to  practice  medicine  should  be  subject  to  the 
same  license  fee,  since  the  license  to  practice 
carries  with  it  the  same  legal  privileges,  no  mat- 
ter what  the  specialty  field  might  be.  Thus, 
the  new  State  license  fee  will  be  $75.00  rather 
than  the  previous  $20.00,  and  with  the  additional 
re-registration  of  $15.00  the  total  annual  fee 
will  be  $90.00.  It  should  be  pointed  out  that 
this  figure  is  considerably  less  than  the  original 
amounts  which  were  being  recommended  for 
the  medical  profession  ,and  the  amount  finally 
decided  upon  is  consistent  with  the  increase  in 
fees  of  all  other  professional  and  non-professional 
occupations  requiring  licensure. 

(5)  Senate  Bill  49  of  the  Delaware  General 
Assembly  proposed  to  define  a sanatorium,  rest 
home,  nursing  home  or  boarding  home  as  being 
any  accommodation  for  the  care  of  two  or  more 
aged,  infirm,  chronically  ill  or  convalescent  per- 
sons not  related  to  the  owner  and/or  administra- 
tor. It  also  required  that  each  such  institution 
obtain  a license  for  $5.00  from  the  State  Board 
of  Health.  The  Committee  on  Public  Laws 
agreed  to  support  this  Bill  because  it  had  much 
more  in  its  favor  than  against  it,  but  in  a letter 
to  the  general  assembly  pointed  out  that  some 
descretion  would  be  required  on  the  part  of  the 
Board  of  Health  inspectors  in  its  enforcement. 
The  State  Board  of  Health  itself  was  opposed 
to  this  Bill  for  a number  of  reasons,  but  par- 
ticularly because  it  felt  it  was  unable  to  furnish 
the  manpower  required  for  inspection  and  en- 
forcement. This  Bill  did  not  become  Law. 

(6)  House  Bills  No.  37  and  78  proposed  placing 
Group  Hospital  Service,  Inc.,  under  the  control 
of  the  State  Insurance  Commissioners,  the  former 
requiring  a premium  tax,  the  latter  providing 
and  exemption  from  this  tax.  It  was  the  feeling 
of  this  Committee  that  the  passage  of  either  of 
these  Bills  would  reduce  the  flexibility  of  Blue 
Cross-Blue  Shield  coverage  and  hamper  its  ability 


to  serve  the  public,  particularly  in  the  realm  of 
exploring  new  types  of  coverage.  No  militant 
stand  was  taken  against  these  proposals,  but 
the  short  comings  as  interpreted  by  the  Medical 
Society  were  pointed  out  in  a letter  to  the  Gen- 
eral Assembly.  Neither  of  these  Bills  has  be- 
come Law. 

(7)  The  Committee  agreed  to  consider  legisla- 
tion to  require  periodic  eye  examinations  for 
renewal  of  drivers’  licenses  after  an  arbitrary 
age,  and  asked  that  the  Society’s  attorney  pre- 
pare legislation  to  accomplish  this.  The  attorney 
gave  the  opinion  that  the  General  Assembly 
would  consider  periodic  examinations  an  undue 
burden  on  the  driving  public,  and  in  view  of  other 
more  pressing  matters  the  Committee  agreed  to 
drop  this  proposal  for  the  time  being.  There 
was  some  feeling,  however,  that  from  the  long 
term  point  of  view  a re-appraisal  of  this  proposal 
should  be  undertaken  at  some  future  date. 

(8)  At  the  suggestion  of  the  Committee  on 
Maternal  and  Infant  Mortality,  the  question  of 
legal  privilege  for  records  of  tissue  committees, 
mortality  committees,  etc.,  was  considered.  It 
was  agreed  that  protection  at  this  time  is  essential 
for  physicians  if  they  are  not  to  be  penalized  for 
scientific  study.  Several  proposals  which  have 
become  a part  of  the  statutes  of  other  states 
were  reviewed.  The  attorney  of  the  Society  felt 
that  such  a proposal  would  not  be  received 
favorably  by  the  General  Assembly  and  suggested 
that  such  records  be  destroyed  immediately  after 
use  and  that  fictitious  names  be  used  to  protect 
the  anonymity  of  the  doctors  involved.  The  mem- 
bers of  this  Committee  felt  that  these  proposals 
were  somewhat  impractical  and  that  further  con- 
sideration of  such  legislation  should  be  under- 
taken in  the  future.  The  problem  was  then 
referred  back  to  the  Committee  on  Maternal 
and  Infant  Mortality  for  suggestions  and  further 
study  and  perhaps  for  a specific  legislative  pro- 
posal which  has  not  yet  been  received. 

(9)  Activities  in  connection  with  the  problems 
of  the  aging,  the  financing  of  medical  care  for 
the  aged,  medical  indigency  in  Delaware,  and 
citizenship  responsibility  in  general.  The  pro- 
posal in  the  86th  Congress  to  provide  medical 
care  for  the  aged  through  a compulsory  Social 
Security  Tax  known  as  the  Forand  Bill  was  de- 
feated in  committee.  Instead  the  Medical  Care 
for  the  Aged  Act,  known  as  the  Kerr-Mills  Bill 
became  law  in  September  1960.  This  was  a 
recognition  of  the  responsibility  of  the  Federal 
Government  to  participate  with  the  states  through 
Federal  State  matching  funds  in  a system  of 
improving  the  financing  of  Medical  Care  for  the 
Aged  according  to  the  needs  to  be  determined 
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by  the  individual  states.  This  increased  the 
fund  already  available  for  those  on  old  age 
assistance,  and  created  a new  category  known 
as  the  medical  indigent  to  be  determined  in- 
dividually by  the  various  states.  This  was  sup- 
ported by  organized  medicine  both  nationally  and 
by  our  own  state  society.  The  council  of  the 
medical  society  by  public  statement  immediately 
supported  consideration  of  implimentation  of 
this  legislation  in  the  state  of  Delaware,  but  at 
the  same  time  recognize  that  the  financing  of 
hospital  care  was  the  first  problem  and  should 
be  solved  before  any  consideration  of  a system 
in  Delaware  should  be  made  for  payment  to 
physicians.  In  order  to  ascertain  the  needs  in 
this  regard  in  the  State  of  Delaware,  the  then 
Governor,  Caleb  Boggs,  requested  the  Welfare 
Council  of  Delaware,  Inc.,  to  make  a study  in 
this  connection.  Representatives  of  the  Medical 
Society  met  with  Governor  Carvel  in  Laurel  to 
acquaint  him  with  the  principles  involved  in  the 
Kerr-Mills  legislation  and  the  reasons  why  the 
Medical  Society  encouraged  consideration  of  im- 
plementation in  Delaware.  Following  this  a 
detailed  memorandum  was  sent  to  the  Governor 
and  the  members  of  the  General  Assembly  ex- 
plaining the  background  of  medical  care  for  the 
aged  and  its  proper  perspective  locally  and  na- 
tionally. Meanwhile,  the  87th  Congress  version 
of  the  Forand  Bill  was  submitted  and  has  been 
known  as  the  King-Anderson  Bill  on  H.R.  4222. 
This  is  a somewhat  watered  down  proposal  of 
the  same  type  but  still  based  on  the  same  prin- 
ciple of  compulsory  Social  Security  taxation  to 
support  it.  Meanwhile,  the  White  House  Con- 
ference on  Aging  was  held  in  Washington  in 
January  1961  and  the  chairman  of  this  committee 
attended  as  the  delegate  from  Delaware  to  the 
section  on  Health  and  Medical  Care.  Meanwhile 
the  implementation  of  the  Kerr-Mills  Bill  in 
Delaware  was  awaiting  the  report  of  the  Welfare 
Council  which  was  delayed  for  a number  of 
reasons  until  June  of  this  year.  It  seemed  wise 
to  await  the  results  of  this  before  undertaking 
any  specific  legislative  proposal  and  in  addition 
it  also  became  evident  that  the  Medical  Society 
alone  could  not  successfully  instigate  such  legisla- 
tion without  the  support  of  a number  of  other 
groups.  The  logical  cooperating  group  was  the 
hospital  association  which  in  part  was  strongly 
in  favor  of  such  a proposal  but  due  to  differences 
in  philosophy  throughout  the  state  could  not  at 
this  time  come  to  any  agreement  as  to  the 
proper  procedure.  Prior  to  the  release  of  the 
Welfare  Council  report,  representatives  of  the 
Medical  Society,  the  Hospital  Association,  the 
Welfare  Council  and  the  State  Board  of  Welfare 
met  and  agreed  that  in  the  State  of  Delaware  it 
would  appear  that  financing  the  Medical  Care 


for  the  Aged  was  less  of  a problem  than  financing 
the  medical  and  particularly  the  hospital  care 
of  the  indigent  of  all  ages.  It  was  further  agreed 
by  this  group  that  the  current  interest  in  financing 
the  Medical  Care  for  the  Aged  might  make  it 
possible  to  implement  the  Kerr-Mills  type  of 
legislation  in  Delaware  for  the  good  that  it  would 
accomplish  in  its  own  field  but  also  as  a wedge 
for  proper  implementation  of  Federal  State  match- 
ing funds  which  have  been  available  for  10  years 
for  hospital  care  of  the  recipients  of  general 
public  assistance,  aid  to  the  blind,  aid  to  de- 
pendent children  and  indeed  old  age  assistance 
itself.  Concurrent  with  these  deliberations  cer- 
tain activities  were  in  progress  in  support  of 
Kerr-Mills  type  of  legislation  and  against  the 
King  Anderson  bill.  Such  activities  included 
discussions  with  the  auxiliary  of  the  Society  and 
the  institution  of  “Operation  Coffee  Cup”  which 
essentially  was  the  gathering  of  small  groups 
of  women  from  different  organizations  to  hear  the 
message  as  delivered  by  a recording  furnished 
by  the  AMA.  The  various  County  Societies  were 
stimulated  into  various  activities  and  particular 
progress  was  made  in  Kent  County  where  much 
activity  in  relation  to  the  press,  radio  and  service 
clubs  was  undertaken.  The  doctors  involved  in 
this  in  Kent  County  should  be  commended  for 
their  activities  in  this  connection.  Members  of 
the  Society  also  participated  in  speaking  before 
the  Wilmington  Rotary  Club,  The  Delaware  Chap- 
ter of  the  National  Council  of  Jewish  Women, 
The  Quota  Club,  The  Delaware  Guild  of  Catholic 
Nurses,  and  in  participation  in  a taped  radio 
debate  through  a Dover  radio  station. 

In  support  of  thesis  that  the  financing  of 
medical  and  hospital  care  of  the  aged  is  the 
least  of  the  problems  of  the  aging,  the  Chair- 
man of  this  committee  has  participated  in  the 
activities  of  the  Citizens  Advisory  Committee  to 
the  Division  of  Aging,  and  such  activities  are 
still  in  progress. 

With  the  final  release  of  the  Welfare  Council 
report,  an  opportunity  arose  to  present  testimony 
before  the  House  Ways  and  Means  Committee 
against  the  King-Anderson  Bill  or  H.R.  4222.  The 
essence  of  this  testimony  was  to  show  by  statis- 
tics largely  from  the  Welfare  Council  report  that 
there  is  no  need  in  Delaware  for  a rigid  Federal 
Compulsory  program  to  finance  the  hospital  ex- 
penses of  our  citizens  just  because  they  are  over 
65:  Considerable  objection  to  this  stand  was 

taken  by  labor  through  the  Labor  Council  of 
Delaware,  although  it  became  evident  that  the 
Labor  Council  too  recognized  the  inadequacies 
of  payment  through  public  funds  on  a County 
or  State  level  to  the  hospitals  for  care  of  the 
indigent  of  all  ages,  including  the  aged..  Subse- 
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quent  to  this,  for  the  first  time  a representative 
of  Labor  sat  down  with  the  aforementioned  groups 
to  help  work  out  a satisfactory  legislative  pro- 
posal for  implementation  of  the  Kerr-Mills  legis- 
lation in  the  State  of  Delaware.  A Bill  which 
had  been  prepared  by  the  present  administration 
in  Dover  to  set  up  a trial  program  within  the 
framework  of  Kerr-Mills  was  considered  inap- 
propriate legislation  since  it  did  not  find  new 
monies  but  proposed  to  take  15%  from  the  State 
appropriations  to  the  hospitals  in  order  to  obtain 
Federal  matching  funds.  All  of  the  groups  repre- 
sented felt  that  this  type  of  proposal  could  not 
be  supported,  although  we  were  happy  to  see 
that  the  legislators  had  reached  the  point  of  being 
aware  of  the  problem.  A sub-committee  of  the 
aforementioned  group  has  been  working  on 
specific  legislation  for  implementation  of  Kerr- 
Mills  in  Delaware  and  the  preliminary  which  has 
already  been  accomplished  in  the  Committee  is 
to  be  discussed  at  the  next  meeting  of  the  group 
representing  the  Medical  Society,  the  hospitals, 
the  Welfare  Council,  the  Department  of  Welfare, 
and  the  Labor  Council. 

(10)  It  has  become  quite  evident  that  if  a 
proper  job  is  to  be  done  on  a State  level,  addi- 
tional administrative  help  is  necessary  in  the 
Medical  Society  of  Delaware.  It  is  suggested 
that  funds  be  secured  to  pay  for  a second  man 
in  the  office  of  the  executive  secretary,  who,  dur- 
ing the  time  that  the  General  Assembly  is  in  ses- 
sion, will  act  as  lobbyist  there  and  at  other  times 
will  serve  as  a full  time  public  relations  officer 
for  the  Society. 

(11)  The  Committee  wishes  to  bring  to  the 
attention  of  this  Society  its  great  respect  for  the 
interest  and  almost  limitless  energy  shown  by  the 
Society’s  Executive  Secretary  in  all  of  these  prob- 
lems, for  it  is  certainly  true  that  accomplishment 
of  this  Committe,  such  as  they  are,  could  not 
have  been  realized  without  his  untiring  efforts 
and  dedicated  cooperations. 

Respectfully  submitted, 

William  La  Motte,  Jr.,  M.D.  Chairman 

James  Beebe,  Jr.,  M.D. 

J.  L.  Fox,  M.D. 

J.  S.  McDaniel,  M.D. 

E.  R.  McNinch,  M.D. 

The  report  was  accepted. 

President  McGee:  I would  add  to  it  that  Dr. 
LaMotte  has  given  a tremendous  amount  of  time 
to  this  committee,  as  well  as  Mr.  Morris,  and 
Dr.  LaMotte  was  down  presenting  the  results 
of  the  Old  Age  Survey  of  ’59  to  the  nine  general 


hospitals  of  the  State  covering  95  per  cent  of 
everyone  who  is  above  the  age  of  65  and  how 
their  expenses  were  met.  This  most  effective 
document  and  presentation  I think  is  of  consider- 
able interest  to  those  who  are  thinking  people 
and  trying  to  define  what  the  problem  actually 
is  for  our  Old  Age  group  in  connection  with 
their  medical  care,  and  it  might  be  worthwhile 
in  passing  to  recognize  that  another  agency,  a 
volunteer  group  in  the  community,  gave  time, 
did  a tremendous  amount  of  work,  in  order  to 
make  this  report  possible,  and  it  is  a very  in- 
formative report.  Many  of  you  know  about  it. 
It  found  that  the  rather  remarkable  figure  of  86 
per  cent  of  all  people  past  the  age  of  65  who 
were  committeed  to  hospitals  in  the  survey  year 
had  resources  of  their  own  through  insurance, 
family,  or  otherwise,  to  take  care  of  their  hospital 
bill.  And  it  is  rather  interesting  that  for  this 
state  at  least  the  problem  shrinks  to  14  per  cent 
rather  than  everybody  over  65  being  unable  to 
get  medical  care. 

President  McGee:  We  will  now  hear  the  report 
of  the  Women’s  Auxiliary  by  Mrs.  J.  Leland  Fox. 

The  Report  of  the  Proceedings  will  be  continued 
in  the  January , 1962  Issue. 


JOHN  G.  MERKEL 
& SONS 

Physicians  — Hospital  — 
Laboratory  — Invalid  Supplies 

PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 
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STATUS  QUO 


What  is  the  status  of  the  General  Prac- 
titioner as  seen  by  the  general  public  and 
members  of  the  medical  profession?  The 
American  Academy  of  General  Practice  has 
had  some  research  done  along  this  theme 
which  will  soon  be  published.  Some  of  the 
findings  were  discussed  at  State  Officers' 
Conference  in  Kansas  City,  September  1961. 

It  is  stated  often  that  “Millions  are  dis- 
satisfied with  Medicine,”  but  most  would 
agree  that  “American  Medicine  is  the  best 
medicine  in  the  world.” 

The  most  frequent  themes  of  written 
articles  are: 

a.  The  reiteration  of  the  extinction  of  the 
old-fashioned  family  doctor. 

b.  The  public  is  disturbed  with  the 
money-grabbing  tactics  of  some  doc- 
tors. 

c.  The  public’s  resentment  of  impersonal 
treatment. 

d.  The  reiteration  that  “large  numbers 
are  going  to  be  specialists.” 

What  the  public  wants  is  a competent 
M.D.,  as  shown  by  practical  results  of  his 
treatments.  74%  usually  call  a G.P.  first, 
and  specialists  called  are  usually  pedia- 
tricians. 

Over  80%  o fthe  public  agreed  M.D.’s 
should  be  paid  for  time  and  skill  devoted 
to  a case.  They  feel  it  would  also  be  bet- 
ter for  individuals  to  pay  their  own  M.D., 
than  for  taxes  to  be  raised  enough  to  pay 
a salary  to  an  M.D. 


Doctors  feel  that  to  stay  alive  and  do 
the  best  possible  job  the  G.P.  should 

a.  accept  fewer  patients 

b.  plan  shared  facilities  allowing  days  or 
weekends  free 

c.  take  time  for  healthful  exercise 

d.  allow  time  for  his  own  family 

e.  seek  post-graduate  education 

f.  study  and  read  medical  literature 

g.  acquire  contentment  with  an  average 
income  in  view  of  the  unique  and  im- 
portant satisfaction  of  being  a truly 
good  family  physician. 

h.  be  community  minded,  in  health,  civic 
and  political  affairs. 

Many  doctors  and  especially  those  be- 
longing to  the  American  Academy  of  Gen- 
eral Practice  feel  a great  need  to  be  “re- 
cruiters” of  students,  to  go  into  the  study 
of  medicine.  Towards  this  goal  Project 
MORE  was  launched  in  Binghamton,  New 
York,  and  Omaha,  Nebraska,  as  the  pilot 
cities  on  November  3,  1961.  This  is  a 
program  designed  to  attract  qualified  high 
school  students  into  careers  in  general  prac- 
tice and  will  in  due  time  be  nationwide. 
Look  for  News  and  TV  reports  on  Project 
MORE,  which  was  incorporated  in  the 
Congressional  Record  in  July  by  Senator 
Lister  Hill  of  Alabama. 

Marjorie  E.  Conrad,  M.D. 

From  State  Officers'  Meeting 
Kansas  City , Mo.,  Sept.  1961 


358 


December,  1961 


-Q- ditoriaU 

May  You  Enjoy  the  Blessings  of  the  Season 

“We  can't  alter  Christmas.  We've  had  it  nearly  two  thousand  years 
now.  In  a changing  world  its  lights  glimmer  through  the  falling  snow  as 
a quiet  beacon  on  things  that  alter  not.  It  stands  there  fixed  as  a 
very  saturnalia  of  good  deeds , a reckless  outbreak  of  licensed  benevol- 
ence, with  its  loosened  pocketbooks  and  smiling  faces,  just  to  show  us 
on  one  day  of  the  year  what  we  might  be  on  the  other  three  hundred 
and  sixty-four — stands  a moment  and  then  passes,  leaving  us  to  button 
about  us  again  our  little  suit  of  protective  selfishness  with  nothing 
but  a memory  to  keep  us  warm  inside .”  — Stephen  Leacock* 


IATROGENIC  DISEASE 

In  an  article  in  the  November  25th  issue 
of  the  J.A.M.A.,  Feinberg  discusses  the 
importance  of  the  medical  problem  that  has 
evolved  from  the  allergic  response  of  pa- 
tients to  medicine.  The  tremendous  ad- 
vances in  therapeutics  in  recent  years  have 
brought  with  them  the  danger  of  drug  re- 
actions heretofore  unknown.  Fineberg  dis- 
cusses the  importance  of  the  various  groups 
of  drugs  causing  allergy  and  indicates  the 
type  of  allergy  produced  by  specific  drugs. 

By  far  the  greatest  offender  is  penicillin. 
Estimates  suggest  that  fifty  per  cent  of  the 
population  have  at  one  time  or  another 
received  penicillin  therapy  and  that  three 
per  cent  of  these  have  developed  allergic 
reactions.  While  the  majority  of  these  re- 
actions consist  of  the  serum  sickness  type 
with  urticaria,  angioedema,  arthralga,  and 
sometimes  fever,  more  severe  reactions  are 
possible.  The  occurrence  of  anaphylactic 
shock  followed  by  death  is  well  known  fol- 
lowing the  parenteral  administration  of 
penicillin.  Here  in  Delaware  several  years 
ago  there  was  a severe  reaction  of  this  type 
in  which  the  patient  barely  survived;  it 
was  unusual  by  reason  of  the  fact  that  the 
response  was  to  a penicillin  lozenge  which 
was  taken  by  the  patient  for  some  trivial 
symptom.  Immediate  reactions  to  penicil- 
lin can  be  minimized  if  the  physician  keeps 
in  mind  that  they  are  most  likely  to  occur 
in  persons  who  have  previously  received 
penicillin,  in  those  who  have  an  allergic 
history  in  themselves  or  their  families,  and 

*1912  McGill  Daily  republished  Feb.  27,  19(51  in  the  McGill 
Daily,  Montreal. 


in  those  who  have  had  previous  manifesta- 
tions of  penicillin  allergy. 

In  patients  developing  the  immediate 
and  severe  penicillin  reaction,  the  prompt 
administration  of  epinephrine  may  be  life 
saving.  This  should  be  followed  by  an  anti- 
histamine drug.  The  administration  of 
oxygen  and  artificial  respiration  may  be 
necessary  and,  if  the  patient  survives  the 
initial  shock,  steroids  by  intravenous  in- 
jection may  be  life  saving.  Penicillinase  is 
of  no  help  in  the  acute  reaction. 

Streptomycin  and  its  derivatives  may  also 
produce  allergic  reactions  similar  to  those 
produced  by  penicillin  but  the  broad  spec- 
trum antibiotics  rarely,  if  ever,  are  offen- 
ders. 

While  reactions  to  penicillin  are  a rela- 
tively new  experience,  reactions  to  serums 
and  vaccines  are  much  better  known  be- 
cause of  the  length  of  time  we  have  been 
using  these  preparations.  While  the  scratch 
test  is  not  universally  used  prior  to  admini- 
stering penicillin,  it  is  definitely  a prerequi- 
site to  serum  therapy. 

Acetylsalicylic  acid  and  its  derivatives 
are  common  producers  of  allergy  in  which 
case  the  most  frequent  effect  is  urticaria 
while  the  most  serious  is  severe  asthma. 
Asthma  following  aspirin  ingestion  has  been 
fatal.  Skin  eruptions  following  the  bar- 
biturates are  common  while  the  more  severe 
allergic  reactions  are  relatively  rare. 

To  list  all  medications  capable  of  pro- 
ducing an  allergic  reaction  is  beyond  the 
scope  of  this  editorial.  It  is  hoped  that 
the  reader  will  consult  the  original  article. 


December,  1961 


359 


Medlars 


Locum  Tenens 


New  Hemoglobin 
Survey 


Glandular  Fever 


Immunopathology 


The  development  of  an  electronic  information  storage  and  retrieval 
system  at  the  National  Library  of  Medicine,  to  be  known  as  Medlars, 
Medical  Literature  Analysis  and  Retrieval  System,  is  under  develop- 
ment by  the  General  Electric  Company.  The  present  system,  which 
turns  out  a single  product,  the  Index  Medicus,  will  be  made  more 
flexible  for  national  requirements.  Medlars  will  be  designed  to 
process  several  hundred  thousand  pieces  of  bibliographic  information 
annually.  For  a bibliography  of  publications  on  a single  disease  cate- 
gory, Medlars  will  be  able  to  sort  out  and  reproduce  a list  chosen 
from  over  a million  possible  articles. 

Henry  E.  Payson,  M.D.,  assistant  professor,  Yale  University  School 
of  Medicine,  will  be  available  for  2 to  4 week  periods  from  May  30th, 
1962  to  September  20th  as  locum  tenens  to  internists  or  general 
practitioners  who  limit  their  practice  primarily  to  internal  medicine. 
For  those  interested,  further  qualifications  and  terms  may  be  obtained 
by  calling  the  Journal  office. 

In  order  to  stimulate  interest  in  the  accuracy  of  hemoglobin  mea- 
surements, the  College  of  American  Pathologists’  Standards  Com- 
mittee announces  a national  hemoglobin  survey  available  to  all 
physicians.  Participants  will  receive  a survey  sample  as  well  as  a 
critique  on  the  accuracy  and  precision  of  hemoglobin  measurements, 
plus  suggestions  for  increasing  the  reproductibility  under  practical 
conditions.  Interested  physicians  may  send  $10  to  the  Standards 
Committee,  College  of  American  Pathologists,  Prudential  Plaza, 
Chicago  1,  Illinois. 

Infectious  mononucleosis  has  been  found  to  cause  neurological  com- 
plications such  as  meningitis,  encephalitis,  muscle  spasticity  and  con- 
vulsions, according  to  C.  T.  Yarrington,  M.D.,  in  the  New  Physician. 
He  states  that  the  most  promising  form  of  therapy — in  addition  to 
rest  and  nutrition — has  been  found  to  be  ACTH  and  cortisone. 

Encouraging  results  in  immunity-suppressing  compounds  for  condi- 
tions ranging  from  “auto-immune”  hemolytic  anemia  to  lupus  ery- 
thematosus, were  reported  at  the  Second  International  Symposium 
on  Immunopathology.  Immunity-blocking  drugs  may  be  important 
when  the  body  is  allergic  to  its  own  tissues;  thyroiditis  is  one  of  the 
diseases  in  which  the  body  does  not  “recognize”  and  rejects  its  own 
tissues.  A warning  was  sounded  that  the  immunity-blocking  capacity 
of  the  drugs  poses  a serious  question  for  physicians  in  using  the 
same  compounds  to  reduce  the  spread  of  cancer  cells  as  they  may 
eliminate  a major  natural  defense  against  cancer. 
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Board  And 
Council 


Personal 

Glimpses 


Polio  Vaccine 
Risk 


Delaware’s  State  Board  of  Medical  Examiners  and  Medical  Council. 
Standing  from  left  to  right : Norman  L.  Cannon , M.D.,  Andrew  M. 
Gehret,  M.D.,  Raymond  H.  Rickards , D.O. , James  Beebe,  Jr.,  M.D., 
James  E.  Marvil,  M.D.,  and  Robert  R.  Layton,  Jr.,  M.D.  Seated : 
Mrs.  Tomlinson,  secretary  to  the  Board,  Wallace  M.  Johnson,  M.D., 
Charles  L.  Terry,  Jr.,  present  Judge  of  Superior  Court  and  chairman 
of  the  Medical  Council;  Joseph  S.  McDaniels,  Sr.,  M.D.,  and  Willard 
F.  Preston,  M.D.  Missing  in  the  picture  are : Gerald  A.  Beatty,  M.D., 
Paul  A.  Shaw,  M.D.,  and  Charles  E.  Maroney,  M.D. 


Floyd  I.  Hudson,  M.D.,  was  elected  to  the  executive  committee  of 
the  Organization  of  State  Health  Officials  . . . John  J.  Lazzeri,  M.D., 
was  guest  speaker  at  the  Smyrna-Clayton  Junior  Chamber  of  Com- 
merce . . . Charles  Levy,  M.D.,  was  elected  president  of  the  Delaware 
Diabetes  Association;  William  T.  Hall,  M.D.,  was  elected  vice- 
president;  Marvin  H.  Dorph,  M.D.,  secretary;  Robert  L.  Klingel, 
M.D.,  assistant  secretary,  and  Herbert  M.  Baganz,  M.D.,  treasurer 
. . . Allston  J.  Morris,  M.D.,  spoke  at  a meeting  of  the  American 
Association  of  University  Women’s  study  group  . . . William  0.  La- 
Motte,  Jr.,  M.D.,  spoke  on  Medical  Care  for  the  Aged  to  the  Dela- 
ware Hospital  Alumni  Association  . . . David  J.  Reinhardt,  III, 
M.D.,  presided  at  the  dedication  ceremonies  of  the  Memorial  Heart 
Fund’s  Wishing  Fountain  given  by  the  Milford  Rotary  Club  . . . 
Alfred  R.  Shands,  Jr.,  M.D.,  was  one  of  the  speakers  at  the  dedica- 
tion of  the  Evans  G.  Shortlidge  School,  Wilmington  . . . Wilbur  C. 
Anderson,  Executive  Director  of  Emily  B.  Bissell  Hospital,  was  ap- 
pointed head  of  the  Health  Section,  Welfare  Council  of  Delaware  . . . 


Parents  are  urged  to  take  oral  polio  vaccine  when  their  children  do, 
to  counter  the  risk  of  a double-cross  by  hand-me-down  polio  viruses. 
At  the  American  Public  Health  Convention,  Joseph  L.  Melnick, 
M.D.,  Baylor  University,  warned  that  living  viruses  in  oral  polio 
vaccines  could  mutate  and  produce  virulent  paralizing  strains  which, 
not  dangerous  to  the  vaccinated,  could  strike  the  unvaccinated  in 
a household.  This  evidence  was  gathered  through  a mass  vaccina- 
tion of  280,000  West  Berliners  in  1960. 
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